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Stewart, Jera L., Ph.D., July 2006 Clinical Psychology
External Correlates of the MMPI-2 Restructured Clinical Scale in an American Indian 
Outpatient Sample
Chairperson: David Schuldberg, Ph.D.
The MMPI-2 is one of the most widely used psychological instruments to aid in 
assessing psychopathology. Based on lack of construct validity, low discriminant 
validity, and high intercorrelations among the Basic Clinical Scales, Tellegen, Ben- 
Porath, McNulty, Arbisi, Graham, and Kaemmer (2003) developed the Restructured 
Clinical (RC) Scales for the MMPI-2. Recent research with the RC Scales demonstrates 
superior interpretation of the clinical scales with solid relationship to external correlates 
with Caucasian and African American participants. Of the 10,249 studies completed on 
the MMPI and MMPI-2, only 17 were found that incorporated American Indian 
participants. No studies were found using the RC Scales with American Indians. Since 
cultural variables influence personality characteristics (Edwards, 1957) and test 
responding, the RC Scales are examined as an assessment tool to investigate its use with 
American Indians in an outpatient sample. The overall results of the Basic Clinical Scales 
and the Restructured Clinical Scales did not reveal any clinically significant elevations in 
this sample, although when the demographic subgroups were examined, relevant 
clinically and significant elevations emerged, offering some insight into demographic risk 
factors for mental illness domains. Examination of External Correlates (rated from chart 
information) was instrumental for discovering specific factors that may drive the 
clinically significant elevations for various mental illness domains. Overall, the MMPI-2 
is an acceptable assessment tool for this sample population, although interpretation needs 
to be done with extreme caution.
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Chapter 1: External Correlates of the MMPI-2 Restructured Clinical Scales in an
American Indian Outpatient Sample 
MMPI-2 History
The Minnesota Multiphasic Inventory -  Second Edition (MMPI-2) is one of the 
most widely used psychological instruments to aid in assessing psychopathology. The 
MMPI personality measure was originally developed by Hathaway and McKinley (1940) 
for diagnostic purposes with psychiatric inpatients at the University of Minnesota 
Hospitals. They found that it was not useful for diagnosis due to item overlap, inadequate 
criterion variables, and comorbidity in patients. Later empirically constructed scales were 
used for personality description and aided in interpretation, but diagnostic capabilities 
were still not adequate. The Diagnostic and Statistical Manual (DSM) did not exist as a 
diagnostic entity at that time and was not published until 1952 (Grob, 1991). With each 
revision of the DSM, diagnoses for mental disorders have changed over the years, but 
behaviors and symptoms have more or less stayed the same. Even now the MMPI-2 is not 
completely satisfactory for making diagnoses because it does not address the DSM 
criteria for disorders. For example, Scale 8 assesses bizarre thoughts and delusions, but 
does not address specific time frames for symptoms required in DSM diagnosis. And, the 
symptoms assessed can occur in many disorders addressed in the DSM.
To summarize the development of the MMPI (Butcher, 2000), Hathaway and 
McKinley used an empirical keying approach to construct the measure in which items 
were administered to a criterion group and a control group. The criterion group consisted 
of 221 inpatients and outpatients at the University of Minnesota Hospitals. Each patient
R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
was given a diagnosis that matched the present Basic Clinical Scale names based on 
symptomology. Scale 5 (Mf) and Scale 0 (Si) were not included at this time and were 
developed later. Patients who met criteria for more than one diagnosis were excluded 
from the study. The control group, the Minnesota Normals, was formed using the 
psychiatric patients’ family and visitors. The Minnesota Normals group consisted of 724 
male and female individuals.
The items more commonly endorsed by the criterion group and less commonly 
endorsed by the control group were subsequently determined to be factors delineating 
psychopathology from normal psychological functioning. The original 1000 items were 
generated from the available literature (social attitude scales and textbooks o f the time), 
case histories, and reports of psychiatric patients. Of the 1000 original items, 504 items 
were selected based on clinical judgment of relation to psychological functioning 
(Graham, 2000). Ultimately, the original MMPI included 566 items.
Although the MMPI was revised in the Restandardization Project to reflect 
societal language and standards in 1989, the Basic Clinical Scales were virtually 
unchanged in the new MMPI-2. The Restardardization Project was undertaken to provide 
contemporary, representative norms (Butcher, Graham, Ben-Porath, Tellegen, Dahlstrom, 
& Kaemmer, 2001). Revised and new scales, such as Validity Scales Fp and S, the 
Content Component Scales, and the Psychopathology Five Scales, were added during the 
1990’s. Geographic and demographic distribution of participants in the restandardization 
sample included a total of 1,138 males and 1,462 women from 7 states, several U.S. 
Military bases (18 participants), and an American Indian Reservation in Washington
R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
State (57 participants). This seemed to reflect the American population better than the 
original MMPI developed using the University of Minnesota Hospital patients and their 
visitors. Nevertheless, it did not provide adequate information for use with American 
Indians and other minority groups.
Since American Indians were not adequately represented in the original MMPI 
standardization or with the MMPI-2 after standardization, the current study addresses the 
use of the MMPI-2 with American Indians to explore its utility with a tribal group on a 
northwest reservation in the United States. The current study also considers demographic 
variables that differ from the normative group, such as education level and age. as well as 
other demographic information that pertains to employment status, marital status, referral 
source, diagnoses, and treatment.
MMPI-2 Basic Clinical Scales
The development of the MMPI was based on empirical keying that led to the 
major success o f the Clinical Scales. As noted previously, the MMPI-2 Restandardization 
Project used the Basic Scales and was virtually unchanged from the MMPI. The 
psychometric properties of the MMPI-2 are not without controversy; difficulties include 
high intercorrelations among the Basic Scales and lack of content validity. The high 
intercorrelations are due to Hathaway and McKinley’s (1940) empirical construction 
methods, where items were administered to 2 groups; patients and non-patients. The 
mean item responses endorsed by the patients compared to the mean item responses by 
the controls were determined to differentiate the two groups defined in terms of mental 
illness domains. The sets of items differentiating mental illness domains became known
R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
as the Clinical Scales. Several items appeared in more than one domain, resulting in high 
intercorrelations among the Clinical Scales. The high intercorrelations rob the Clinical 
Scales of specificity for each mental illness domain, making differential predictions 
difficult. For example, because of the heterogeneity of the scales, an elevation on Scale 8 
does not necessarily mean that the patient is experiencing psychosis. It could be that the 
individual endorsed items consistent with social alienation and family problems. 
Symptoms such as delusions get clouded with personality characteristics, such as being 
argumentative.
It also compromises the construct validity of each Clinical Scale when it is highly 
correlated with other Clinical Scales. For example, the correlation between Scale 7 (Pt) 
and Scale 8 (Sc) is .84, suggesting (probably erroneously) that neuroticism and 
psychoticism are very similar (Tellegen, Ben-Porath, McNulty, Arbisi, Graham, & 
Kaemmer, 2003). With high intercorrelations such as this, discriminant validity, or how 
to discriminate between the scales or between key constructs, also becomes questionable.
The MMPI also contained many subtle items (Hathaway & McKinley, 1940) that 
were included because they differentiated patients from non-patients, even though there 
was no theory-based justification for their inclusion. These subtle items are ones that 
were included in the original empirical keying construction of the MMPI. Some were 
included because they were endorsed by the psychiatric patients and not endorsed by the 
Minnesota “normals,” and the test developers had determined that the difference in item 
endorsement would be the criterion for a mental illness indicator. Wiener (1948) later 
developed the Subtle-Obvious Subscales with the idea that test-takers would endorse
R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
more of the obvious items and fewer subtle items when trying to fake bad. As it turns out, 
the Subtle-Obvious Subscales were omitted from the MMPI-2, given that later research 
indicated that test-takers known to be exaggerating psychopathology were more likely to 
endorse more obvious items than subtle items (Graham, 2000). The standard validity 
scales (F(p) and F) were more accurate in identifying fake-good and fake-bad response 
sets than the Subtle-Obvious Subscales. The subtle items were basically transferred 
unchanged to the MMPI-2 during the revision process. Many of the included items lack 
face validity (and perhaps psychometric construct validity as well), and one often 
wonders how they apply to the mental illness domain. The rationale behind the inclusion 
of some of the items in the Clinical Scales that are not theory-based is that they were 
deliberately put in as diverse types of items and items were accepted if it appeared to 
differentiate between the psychiatric patients and the non-patients. In other words, some 
items were not selected or retained in the MMPI-2 based on content or theoretical basis. 
The MMPI-2 and Native People
Since the MMPI and MMPI-2 have been published as assessment tools, according 
to Psyclnfo (2004), 10,249 articles have followed, researching and refining our 
understanding of the human personality. However, using Psyclnfo, keywords “MMPI,” 
“Native American,” and “American Indian,” only 21 articles were found, encompassing 
the years 1973 through 2006. Of the 21 articles, 17 were empirical research articles, 
while the other 4 were discussions concerning using the MMPI and MMPI-2 with 
American Indians. There were 12 articles published employing the MMPI (10 research- 
oriented and 2 discussions) and 9 articles with the MMPI-2 (7 research oriented and 2
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discussions). No articles were found on using the MMPI-2 Restructured Clinical Scales 
with American Indians. The following discussion addresses the 17 empirical articles in 
order to give an account of the use of the MMPI and MMPI-2 with American Indians.
The earliest article with American Indians was 30 years after the original MMPI 
development and addressed alcohol use among 33 American Indian male inpatients using 
the MMPI (Kline, Rozynko, Vitali, Flint, & Roberts, 1973). Overall findings indicated 
elevations on Scales F and 4 within the sample and reported a larger proportion of 
individuals had elevations on Scale 8 compared to their Caucasian counterparts. Kline, et 
al. suggested that the members of the American Indian group, as a whole, were more 
severely disturbed compared to Caucasians.
Two studies were undertaken to compare alcohol assessment instruments and to 
identify which was better able to detect alcohol use. The first was specifically designed 
for American Indians by Peniston and Burns (1980). The Alcoholic Dependency 
Behavior Inventory was compared to the MMPI to check the efficacy of the new measure 
in identifying alcoholic American Indian participants. The authors found that the new 
measure was much better suited for its purpose than the MMPI MAC subscale. The 
second study was conducted by Lapham, Skipper, Owen, Kleyboecker, Teaf, Thompson, 
and Simpson (1995) to evaluate the use of a new screening measure to assess alcohol use 
with the MMPI-2, and it had findings similar to those of Peniston and Burns (1980). Of 
2,317 participants in this study, only 8% were American Indian. These authors’ findings 
suggested that, compared to 4 other alcohol screening instruments, the MMPI-2 MAC 
subscale was better suited for assessing personality characteristics such as sociability,
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boldness, rebelliousness, and pleasure seeking. Findings also indicated that both males 
and American Indians had overall higher scores across all instruments.
Two cross-cultural studies were conducted to compare ethnic difference in 
alcohol use among Caucasians, Hispanic-Americans, and American Indians. Page and 
Bozlee (1982) only used 11 male participants from each ethnic group and determined that 
the results conformed to other normative data on alcoholics. Venn (1988) also used a 
male sample consisting of 16 American Indians, 16 Mexican-Americans, and 508 
Caucasians in a similar study. The author found no significant differences between the 
ethnic groups and found that the 2-4 code type was the typical MMPI-2 profile for 
alcoholics.
One cross-cultural study compared obese and nonobese urban American Indians 
and Caucasians and found significant ethnic differences, specifically in higher elevations 
on Scale 9 for the American Indians (Pine, 1983). The author attributes the differences to 
possible higher levels of the achievement orientation factor of Scale 9 in the American 
Indian participants, something that was relevant to the political climate of the time. The 
American Indian Movement and The Longest Walk were noteworthy activities taking 
place, and an advancement of Indian Pride was developing, perhaps promoting a change 
in motivation and achievement goals for urban American Indians during this historical 
period.
MMPI-2 differences between Native American and Caucasian batterers were 
examined in another study (Bogyo, 1998). Results revealed no significant ethnic 
differences, although findings indicate that members of the control group had more
R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
support systems and greater community connectedness compared to the batterers. Again, 
a small sample size was used (33 Caucasians and 33 Native Americans).
Another study with the MMPI found no scale differences across gender, race, or 
status (inmate vs. job applicant) with Hispanic, Caucasian, African-American, and 
American Indian participants (Berstein, Teng, Granneman, & Garbin, 1987). The results 
of the study cannot be realistically applied to American Indians, since only 186 (total n = 
13,433) male American Indian inmates participated. In relation to the other included 
groups, no female or job-applicant American Indians participated to allow comparisons. 
In any case, the findings indicated no differences on any variables for profile elevation, 
test taking attitude, or optimism-pessimism.
The MMPI-2 F(p) and F Scales are used for detecting when an individual might 
be malingering or over-reporting psychopathology. Forey (1997) examined the F(p) and 
F Scales with one tribe (n = 117, male and female) and found significant differences 
between those instructed to fake bad and those given standard instruction. This study did 
not compare American Indians with any other group, but implied that the MMPI-2 could 
be used in meaningful manner to identify malingering within this population. Since only 
one tribe was used, it may well not be appropriate to generalize the results of this study to 
all American Indians.
Hoffman, Dana, & Bolton (1985) were interested in how culture might affect 
MMPI profiles. Their sample was 69 American Indian participants from an Indian 
Reservation in South Dakota. They found that social customs, language, and blood 
quantum are all factors that can be used for defining culture, and that less acculturated
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respondents had higher elevations on the MMPI. Elevations of one standard deviation 
were found on overall profile configurations on Scales F, 2, and 3, while elevations of 
more than one standard deviation were found on Scales 4, 6, 8, and 9. Smith-Zoeller 
(2003) also investigated the use of the MMPI-2 within one Native sample, without using 
another non-Native group for comparison. She used a correlational approach to examine 
the relationship between traditional Native spiritual practices and the MMPI-2 Scale 8. A 
positive correlation indicated that the differences in elevations in this scale could be due 
to cultural influences, not pathology.
Of the remaining 6 articles found on Psyclnfo, 3 pertain to research with the 
MMPI, and 3 pertain to MMPI-2 studies using the same sample. Differences on various 
MMPI and MMPI-2 scales were found in American Indian populations in these last 6 
articles. The first MMPI study contained 142 male and female respondents from Coastal, 
Plateau, and Plains tribes (Pollack & Shore, 1980). Only one significant difference was 
found among the tribes, where the Plains tribe had higher Scale 3 scores than the other 2 
tribes. No differences were found between genders or among diagnostic groups in the 
subject populations. Profiles were similar in pattern, with varying elevations on Scales 
4(Pd), 6(Pa), and 8(Sc) based on chart diagnosis. An interesting finding was that no 
profile differentiation was present for non-psychotic, depressed respondents and 
schizophrenic respondents. The authors attribute this finding to their observation that 
“American Indians with no psychotic depression appear to describe their 
symptomatology in a manner identical to that of schizophrenic Indian patients. This 
interpretation is supported by independent clinical observations that many American
R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
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Indian patients with a grief reaction experience auditory hallucinations, that is, hear the 
voice o f the deceased person.” (p. 949). There was also no profile differentiation between 
those with antisocial, alcoholic symptoms and those with “situational reaction.” The 
authors suggest that the cultural influence is more salient than pathology, based on profile 
similarity between younger and older respondents, across diagnoses and tribes.
The second and third MMPI studies were cross-cultural comparison studies that 
included Caucasians, African-Americans, and American Indians. One indicated that 
American Indians are more “pathologicaf’-appearing in their test responses than their 
Caucasian counterparts, while the other found that American Indians are less 
symptomatic than their Caucasian counterparts, depending upon inpatient/outpatient 
status. Bull’s (1976) sample was drawn from a technical institute in rural North Carolina, 
and this author found that American Indian males had higher elevations on Scale 8(Sc) 
than their Caucasian counterparts, while the American Indian females had higher 
elevations on Scales 4(Pd) and 9(Ma). Butcher, Braswell, & Raney’s (1983) sample 
consisted of inpatients from a Minnesota mental health facility. The American Indian 
sample was small compared to the other ethnic groups (American Indian n = 36, African- 
American n = 97, Caucasian n = 454), and the results addressed mainly differences 
between the African-Americans and Caucasians. The final conclusion was that the 
African-Americans were more pathological-appearing in terms of test elevations than the 
Caucasians, and the Caucasians were more pathological-appearing than the American 
Indians.
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The last 3 studies were completed using the MMPI-2. In the first o f these studies, 
Lacey (2004) used a nonclinical sample from an Oklahoma Tribe and compared the 
results to the normative sample. Elevated T-scores were found on Scales F, 1, and 6. The 
last two articles using the MMPI-2 reported results obtained from the same sample. 
Robin, Greene, Albaugh, Caldwell, and Goldman’s (2003) research represents one o f the 
few studies which had a substantial number o f participants (n = 832), used two distinct 
tribes (Southwestern and Plains), and compared the tribes to each other, as well as 
making comparisons to the MMPI-2 normative data. No differences were found between 
the two tribes, although significant differences were found on five validity and clinical 
scales (Scales L, F, 4 [Pd], 8 [Sc], and 9 [Ma]) when the tribes’ data were compared to 
the MMPI-2 normative data. With the same sample the researchers (Greene, Robin, 
Albaugh, Caldwell, & Goldman, 2003) also used the Schedule for Affective Disorders 
and Schizophrenia - Lifetime Version (SADS-L) to investigate empirical correlates o f the 
MMPI-2. Significant correlations were found for antisocial symptoms and Scales 4 (Pd) 
and 9 (Ma), and for generalized distress/negative affect and Scales 7 (Pt) and 8 (Sc).
The empirical research using the MMPI and MMPI-2 with American Indians can 
be summarized as follows:
Five studies were undertaken to assess alcohol use, with only one finding any 
ethnic differences in elevated Scales F and 4 (Kline, 1973). One study indicated Scale 9 
elevations in urban obese American Indians compared to urban obese Caucasians (Pine, 
1983). One study indicated no differences between Native American and Caucasian 
batterers (Bogyo, 1998). Another study included 13,433 male and female participants
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from Caucasian, Hispanic, African American, and Native American backgrounds. No 
ethnic or gender differences were found, as well as no differences found between groups 
defined on the basis of the status of inmate vs. job applicants differences on component 
structures of profile elevation, test-taking attitude, or optimism-pessimism among 
American Indians, Hispanics, Caucasians, and African Americans (Bernstein, Teng, 
Grannemann, & Garbin, 1987). Scales F(p) and F detected differences between American 
Indian malingerers and non-malingerers in one tribal sample (Forey, 1997). Less 
acculturated respondents had elevations on more scales than more acculturated 
respondents on Scales F, 2, 3, 4, 6, 8, and 9 (Hoffman, Dana, & Bolton, 1985).
Traditional Native spiritual practices correlate with Scale 8 elevations (Smith-Zoeller, 
2003). Validity studies found elevations on Scales 4 (Pd), 6 (Pa), and 8 (Sc) for American 
Indians (Pollack & Shore, 1980). Compared to Caucasians, studies indicate that 
American Indians had elevations on Scales 4 (Pd), 8 (Sc), and 9 (Ma) (Bull, 1976), as 
well as finding indications that American Indians are less pathological-appearing in their 
test responses (Butcher, Braswell, & Rane, 1983), depending upon inpatient/outpatient 
status. Compared to the MMPI-2 normative data, significant elevations were found on 
Scales F, l(Hs), and 6(Pa) in one study (Lacey, 2004). In another study significant 
elevations were found on Scales L, F, 4 (Pd), 8 (Sc), and 9 (Ma), and empirical correlates 
indicated a relationship between Scales 4 (Pd) and 9 (Ma) with antisocial symptoms and a 
relationship between Scales 7 (Pt) and 8 (Sc) with generalized distress/negative affect 
(Robin, Greene, Albaugh, Caldwell, & Goldman, 2003; Greene, Robin, Albaugh, 
Caldwell, & Goldman, 2003). Overall results regarding the use of the MMPI and MMPI-
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minimal, with inconclusive findings potentially attributable to research limitations 
resulting from small samples, how the American Indian group membership is defined, the 
fact that the samples are primarily male and primarily from prisons and 
alcohol/psychiatric inpatient facilities.
The MMPI is the testing instrument most frequently used by the Indian Health 
Service, the agency that provides mental health services to American Indians (Silk- 
Walker, Walker, & Kivlahan, 1988). It does seem that with such widespread use of the 
MMPI that there would be more research on its use with American Indians. Even with the 
little research that has been done, there are challenges for practical clinical application, 
basically due to the research designs used and their limitations. Past research on the 
MMPI and MMPI-2 studies with American Indians has tended to have severe limitations 
that interfere with accurate interpretation and generalization. Limitations include small 
sample sizes, sample gender (mostly men), and sample populations consisting of mainly 
prisoners and inpatients (psychiatric and alcohol treatment facilities).
Closer examination of the American Indian sample of the MMPI-2 
Restandardization reveals a total of 77 American Indians participated. Of the 77 
American Indians, 57 lived on an Indian reservation in Washington State, meaning that 
20 lived off the reservation. The whole American Indian population was represented by a 
small number of people primarily from one reservation. There are over 500 distinct, 
federally recognized tribes in the United States with different traditions, language,
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customs, values, religion, and belief systems; thus, to assume that one tribe is 
representative of 500 tribes seems to be a ridiculous assertion.
Butcher et al. (2001) compared the ethnic origins of the participants in the 
Restandardization sample to the 1990 Census and found that Asians, Hispanics, and 
“Other” groups were underrepresented, whereas, African Americans, American Indians, 
and Caucasians were over represented. According to Butcher et al., (2001), only about 
0.6% of the total United States population was composed of American Indians. The 
accuracy o f the 1990 Census Bureau statistics needs to be considered in light of tribal 
attitudes toward the Census at that time. Many American Indians did not participate in 
the 1990 Census or were miscounted; according to the Census Bureau (1990), the rate of 
undercounted American Indians was about 4.5% and figures were adjusted to reveal that 
American Indians composed 0.8% of the total U.S. population. The 2000 Census signals 
either an increase in the American Indian population or improved methods of counting 
and campaigning with American Indians about the importance of being counted. The 
2000 Census indicates that the American Indian population is 0.9% of the total U.S. 
population.
The Restandardization Project also has other major flaws when applying 
demographic norms and distributions to American Indians with regard to age and 
education. The Restandardization sample age distribution is comparable to the 1990 
Census, although it may not represent American Indian demographics. The average life 
expectancy of American Indians is lower than for the average American (48 years old 
versus 75). The 2000 Census indicates that the median age for Caucasians was 37.7
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years, that the largest age group was ages 25-44 (29.6%), and that 14.4% of the 
Caucasian population was over 65 years old. In contrast, the median age for American 
Indians was 28.0 years; the largest age group is under 18 (33.9%), and only 5.6% were 
over 65 years old.
The education level of the Restardardization Project participants also tends to be 
higher when compared to American Indians. For example, 27% of the Restardardization 
Project participants were college graduates and 19% had post-graduate education, 
whereas, according to 2000 Census data, 15.5% of American Indians were college 
graduates and 8.9% had post-graduate education. Education level is particularly 
important when interpreting Validity Scale K because higher educated people tend to 
have a higher score on Scale K (Graham, 2000). All this argues for more research with 
American Indian populations.
The question then becomes, does the Restandardization Project represent a fair 
reflection of American Indians and potential manifestations of psychopathology on the 
MMPI-2? The answer is “No.”
Development of the Restructured Clinical Scales (RC Scales)
Development of the Restructured Clinical Scales (RC Scales) is best understood 
within the historical context of early scales developed to endeavor to delineate core 
personality factors of the MMPI. Welsh’s (1956) A/R Factors, Edwards’ (1957) Social 
Desirability Theory, and Block’s (1964) Alpha/Beta Factors were the first attempts to 
interpret MMPI response sets and empirically derive factors in terms of psychopathology, 
social desirability, acquiescence, as well as other response styles.
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Welsh (1956) recognized the high item overlap and intercorrelations among 
several scales and attempted to determine the common variance that defined the 
underlying factor o f the MMPI. He originally found one factor that described general 
maladjustment, which was later termed “Anxiety,” or the A Factor. The A Factor is 
composed 39 items, mainly from the Basic Clinical Scales 7 and 8. Thirty-eight of the 39 
items are keyed true. The A Factor is associated with neuroticism, maladjustment, 
submissiveness, and being over-controlled (Graham, 2000). Welsh also derived the 
“Repression” or R Factor consisting of 40 items that are keyed false and indicative of 
individuals who exhibit symptoms of hysteria and conversion reactions, common to the 
constructs of repression and denial (Butcher, 2000). Welsh also determined that Factors 
A and R were two distinctly separate factors, based on their almost zero correlation.
Edwards (1957) derived the MMPI Factor 1, which he identified as “Social 
Desirability.” He proposed that Social Desirability could be conceptualized as related to 
statements about personality characteristics positioned on a continuum of acceptability 
and social valuation. He contended that the more desirable the trait on the continuum, the 
higher the probability that individuals will endorse that trait, in some sense independently 
of its “content.” Edwards’ original Social Desirability (SD) Scale was composed of 79 
items from the MMPI, whereas the short form SD Scale was composed of 39 items. He 
used a 9-point Likert scale and asked individuals to rate what they thought were socially 
desirable/undesirable traits in other people. Correlations among 152 college students 
(normals) and several other samples (alcoholic TB patients, neuropsychiatric patients, 
Japanese-American students, three socioeconomic classes of high school students,
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for these desirability ratings. Edwards suggested that, based on these studies, he could 
predict the probability of an item’s endorsement based on its desirability rating. To test 
his predictions, other samples of college students were asked to endorse traits they felt 
they possessed, resulting in high correlations (.83 - .88) with responses of the original 
152 college students (normals). Edwards determined that the tendency to give socially 
desirable responses is a stable personality characteristic, and that if given another set of 
items or measure, it was highly likely that responses would remain consistent. Edwards’ 
final conclusion is based on interpretation, and holds that the MMPI Factor 1 as only a 
measure of Social Desirability and not a true assessment o f psychopathology. This 
conclusion contrasts with the approach taken to “Demoralization” in the RC Scales.
Block (1965) proposed that, just as Edwards asserted that the MMPI Factor 1 is a 
measure of Social Desirability, then Social Desirability must also be a measure of the 
MMPI Factor 1, which is, in turn, a measure of anxiety. Therefore, Social Desirability is 
a measure of psychopathology, i.e., anxiety. Block regarded the MMPI Factor 1, when 
reversed scored, as a measure of psychological health, which he termed “ego-resiliency.” 
Block proposed that the MMPI’s first two factors both tap clinically relevant variables.
Development of the RC Scales is based on the same conceptual foundation, that 
the MMPI’s item overlap and high inter-scale scale intercorrelations means that there 
must be some common factor or factors at play in the scales. The objective was to 
identify the common factor and produce more definitive scales for profile interpretation 
of the MMPI-2 by removing the variance in the clinical scales attributable to this
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high intercorrelations among the Basic Clinical Scales, Tellegen, Ben-Porath, McNulty, 
Arbisi, Graham, and Kaemmer (2003) developed these Restructured Clinical (RC) Scales 
for the MMPI-2 in 2003. The RC Scales are not intended to replace the Basic Clinical 
Scales, but rather clarify and enhance the Basic Clinical Scales’ distinctiveness. Even 
though the Harris-Lingoes and the MMPI-2 Supplementary Scales were also developed 
for Basic Clinical Scale interpretation, the general rule for the Harris-Lingoes is to not 
interpret if  there are no elevations on the Basic Scales. The Restructured Scales are used 
for interpretation with or without Basic Clinical Scale elevations to get at symptoms that 
may be masked due the Clinical Scales’ saturation with “Demoralization.”
New validity scales (Fp and S) and substantive scales (Content Component Scales 
and the Psychopathology Five Scale) were also new contributions of the MMPI-2 in the 
1990’s. In 2003, the nine Restructured Clinical Scales were introduced as an additional 
set of new scales (See Table 1). The first RC Scale is a measure of Demoralization, while 
the other 8 scales represent the distinctive core features of 8 of the Basic Clinical Scales 
(Scales 1, 2, 3, 4, 6, 7, 8, and 9). Clinical Scales 5 and 0 were omitted because they 
measure other personality characteristics that are not psychopathological.
The Restructured Clinical Scales (RC Scales) were developed using four groups; 
1) 832 men from a residential substance treatment facility, 2) 380 women from a 
residential substance treatment facility, 3) 232 men from psychiatric inpatient/outpatient 
facilities, and 4) 191 women from psychiatric inpatient/outpatient facilities. After 
administration of the MMPI-2 to the four groups, the first step was to identify the
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common variance of all the Clinical Scales. The common variance was believed to 
amplify the high intercorrelations among the Clinical Scales. This common factor was 
labeled “Demoralization” and consisted of items that incorporate generalized 
unhappiness commonly associated with depression, anxiety, and other psychological 
disorders, limiting variations in emotional arousal. The Demoralization factor tends to 
add or subtract from the Basic Clinical Scales and is likely to distort the true clinical 
picture of other symptoms.
The Demoralization factor was derived from Watson and Tellegen’s (1985) model 
of independent bipolar dimensions of two arousal activation systems and one mood 
valence dimension. The model is based on a circumplex where one horizontal and 
vertical axis contains the arousal activation dimensions of high and low positive affect 
(PA) and high and low negative affect (NA), later renamed positive activation and 
negative activation. High PA can be conceptualized with terms such as “active,” 
“enthusiastic,” and “excited,” whereas low PA is at the other end of the affect pole and 
described with terms such as “dull,” “sleepy,” and “sluggish.” On the second axis, high 
NA can be described with words such as “distressed,” “fearful,” and “nervous,” while 
terms such as “calm,” “relaxed,” and “placid” characterize low NA. Watson and 
Tellegen’s model links depression to low positive emotion and anxiety with high positive 
emotion and treats them as relatively independent dimensions. The third axis contains the 
mood valence of pleasant vs. unpleasant (PU). The pleasant end of the pole falls between 
high PA and low NA and contains descriptors such as “content,” “satisfied,” and 
“happy.” The unpleasant end represents the opposite end of the pole and is described with
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terms such as “blue,” “lonely,” and “sad.” This axis captures demoralization, with low 
demoralization at the pleasant end of the pole and high demoralization at the unpleasant 
end of the pole. Using Watson and Tellegen’s model, a working hypothesis was 
formulated that aligns high NA with anxiety, low PA as the core for depression, and PU 
as the main feature of Demoralization.
After identifying the Demoralization factor, a core component for each of the 
Clinical Scales was identified using items from the entire MMPI-2 booklet. Items for the 
RC scales were chosen by how psychopathological symptoms were evident based on past 
research. Since Scale 5 and Scale 0 of the MMPI-2 are not used to assess 
psychopathology, they were not restructured.
External Correlates of the RC Scales
As previously discussed, the original MMPI was developed using empirical 
contrast-group scale construction. The original MMPI scales tended to have low alpha 
coefficients, suggesting low probability of mutual item endorsement, and cut off scores 
were used for mean scores of endorsed items. On some items, the rationales for 
endorsement and for inclusion in the clinical scale were not clear.
To increase the probabilities of item endorsement within a mental illness domain 
requires a method that also increases the alpha coefficient or correlations among items on 
a scale. So, the question is, how is that accomplished without contrasted groups? One 
method is to use a Rational Scale Construction method where items are chosen that seem 
related, or theory-based, for the target scale. Another method is the use of Mathematical 
Construction, using factor analysis, where every item is compared to all other items. The
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resulting relationships, or correlations, of the items are indicative o f probabilities of item 
endorsement within different mental illness domains.
Rational Scale Construction and Mathematical Construction were both used in the 
RC Scale development and then tested against patient records to ensure empirical criteria 
were met for each mental illness domain. Using this multi-method technique for scale 
construction greatly increased the alpha coefficients and test-retest reliabilities of the RC 
Scales. Comparison of the Clinical Scales and the RC Scales indicates comparable or 
better internal consistencies for the RC scales. It is interesting to note that even though 
the individual RC Scales have fewer items than their Clinical Scale counterparts (i.e., 
Scale 8 has 78 items and RC8 has 18 items), the removal of the Demoralization variance 
still affords the RC Scales efficient measurement of the core constructs.
Evaluation of the internal (within-MMPI) validity of the RC Scales was 
accomplished through correlational analyses within and between the RC Scales and 
Clinical Scales. The correlations between each RC Scale and the Clinical Scale 
counterpart reveal generally high correlations. For example, for RC1 (som) the highest 
correlation is with Clinical Scale l(Hs) at .89 for men and at .92 for women.
Evaluation of the external validity of the RC Scales used external correlates to test 
the predictive ability of each scale and compared the correlations with the same external 
correlates with the Clinical Scales. The external correlates were derived from two 
measures, the Patient Description Form (PDF) developed by Graham, Ben-Porath, & 
McNulty (1999) and the Record Review Form (RRF) developed by Arbisi, Ben-Porath,
& McNulty (2003). The PDF is a 188-item list of symptoms and personality
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characteristics derived from the MMPI-2 correlate literature. Nineteen scales were 
produced from the list. The RRF is a psychiatric intake report that was used to generate 
seven scales. The PDF and RRF data were compiled from two psychiatric inpatient 
samples, and external correlate validity was established between each measure and the 
RC Scales and the Clinical Scales. For example, on the PDF, the Somatic Symptoms 
Scale has the highest correlation with RC1 (som) and Clinical Scale l(Hs). Comparable 
or better predictive ability was also found on the RC Scales than the Clinical Scales for 
RC1 (som), RC4 (asb), RC6 (per), RC7 (dne), and RC8 (abx).
The RC Scales show comparable or improved reliability, discriminant validity, 
convergent validity, as well as lower intercorrelations among the scales when compared 
to the earlier Clinical Scales. Discriminant validity is demonstrated by comparing 
correlations o f the RC Scales with their Clinical Scale counterparts using the PDF and 
RRF. The RC Scales’ normative data indicate lower correlations with the PDF and RRF 
Scales than correlations of the Clinical Scales with the same PDF and RRF Scales and 
show that they provide better discriminant validity. This means that the RC Scales are 
better at detecting core symptoms of each scale, with better discrimination between the 
scales.
Convergent validity, on the other hand, compares correlations of the RC Scales 
and its corresponding PDF or RRF Scales with the correlations of the Clinical Scales and 
the same corresponding PDF or RRF Scales. Fligher correlations indicate a stronger 
relationship between the scales and corresponding criteria. With the restructuring of the 
RC Scales, the Demoralization items of the Clinical Scales were moved to RCd (dem).
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The correlation o f the other RC Scales still have a high correlation with the Clinical 
Scales, indicating that the RC Scales and the Clinical Scales are still assessing similar 
attributes, only the RC Scales do so more clearly.
This suggests that the RC Scales are better descriptors for the core constructs of 
each Basic Clinical Scale. The RC Scales refine core attributes by delineating how much 
Demoralization saturates each Basic Clinical Scale and then removing this global 
component, and they can aid in superior interpretation of the MMPI-2 profile.
After extracting the Demoralization factor from the MMPI-2 Clinical Scales, the 
RC Scales correspond to the Clinical Scales offering more discriminant validity in 
assessing affective, cognitive, and behavioral attributes. Greater discriminant validity is 
indicated by the differences in correlations with external correlates, between the Clinical 
Scales and the RC Scales. The MMPI-2 is also saturated with subtle items that lack 
theory-driven foundation. The RC Scale construction eliminated the subtle items to focus 
on item content, also lending improved construct validity.
Tellegen et al. (2003) recommended that research with the RC Scales should be 
conducted in other settings. In response, Sellbom, Ben-Porath, and Graham (2006) 
replicated Tellegen’s study using outpatient therapy participants from a college 
counseling center. Results were very similar to Tellegen’s study, in that the RC Scales 
had lower intercorrelations than the Clinical Scales, the RC Scales had their highest 
correlations with their corresponding Clinical Scales (except RC3 (cyn) and RC6 (per)), 
and the RC Scales had high correlations with conceptually relevant criteria.
R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
24
Individual Restructured Clinical Scales
Each Restructured Clinical Scale will be discussed individually, along with the 
corresponding Clinical Scale. Each Restructured Clinical Scale will also be discussed in 
terms of its implications for the current study with American Indians.
The RCd (dem) Demoralization scale consists of 24 items identifying broad, 
pervasive mood valence dimension of general anhedonia. There is no corresponding 
Clinical Scale. Many of the Basic Clinical Scales contained overlapping items that 
contributed to the high intercorrelations, and the items that characterize generalized 
unhappiness associated with depression and anxiety were moved to the Demoralization 
scale, lending more discriminant and convergent validity to the other Restructured Scales. 
With the Demoralization factor removed from the other scales, the high correlation of the 
other RC Scales with the corresponding Clinical Scales indicate that the RC Scales and 
the Clinical Scales are still assessing similar attributes, only the RC Scales do so in a 
more specific manner.
Elevated scores on the RCd (dem) scale indicate that the individual is 
experiencing discouragement and feels demoralized and insecure, as well as possessing a 
pessimistic outlook. The individual also may have a sense of past or potential failure and 
poor self-esteem (Tellegen, Ben-Porath, McNulty, Arbisi, Graham, & Kaemmer, 2003). 
RCd (dem) captures the dimension of generalized unhappiness and significant emotional 
discomfort associated with depression and anxiety.
Based on the features of poverty, trauma exposure, unemployment, and low 
education level common to life on a reservation, it would be expected that American
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Indians would have elevated scores on RCd (dem). These societal factors could well 
promote demoralization, leading to endorsements of statements on the RCd (dem) Scale 
such as “Life is a strain for me much of the time” and “I have sometimes felt that 
difficulties were piling up so high that I could not overcome them.”
The RC1 (som) Somatic Complaints scale includes 27 items based on Clinical 
Scale 1 (Hs). Very few items were removed due to low intercorrelation with 
Demoralization items, and therefore it has a high correlation with the older Clinical Scale 
1 (men = .89, women = .92; Tellegen et al., 2003).
Elevations on the RC1 (som) Scale indicate that the individual is experiencing 
significant physical health problems. The higher the elevations on the RC1 (som) Scale, 
the less likely that physical health problems are the only variable contributing to the 
elevation. Symptoms reported may include vague somatic complaints such as fatigue, 
weakness, and chronic pain. An individual reluctant to acknowledge emotional difficulty 
may manifest psychological or interpersonal conflict in a physical manner, reflected in 
elevations in this scale. For example, individuals with genuine health problems generally 
do not score above a T score of 75, while those with somatic concerns may score above a 
T score of 75. (Tellegen, Ben-Porath, McNulty, Arbisi, Graham, & Kaemmer, 2003).
Many American Indian cultures exist in a collective worldview. In a culture with 
a collective worldview, external factors of the social environment are influential (Sue, 
1991). External explanations for illness are seen as based on unharmonious balance 
within the environment, not the individual (California State Department of Education,
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1982), and would likely contribute to elevations higher than those in the normative 
sample for this scale.
The RC2 (lpe) Low Positive Emotions scale includes 17 Items based on Clinical 
Scale 2 (D). Correlations with Scale 2 (D) were high (men = .64, women = .66; Tellegen, 
et al., 2003). Low Positive Emotions is different from Demoralization. Demoralization is 
included in many disorders, whereas loss of pleasure is associated mainly with 
depression. Follow-up external validity study using the Depressed scale of the Patient 
Description Form and the Depression scale on the Record Review Form, or using devices 
for quantifying chart reviews, also revealed moderate correlations with RC2 (lpe) (PDF 
mean correlation = .51; RRF mean correlation = .29; Tellegen, Ben-Porath, McNulty, 
Arbisi, Graham, & Kaemmer, 2003).
RC2 (lpe) is differentiated from RCd (dem) if we view depression (RC2-Scale 2) 
as “ ... a decrease in positive involvement; in the readiness to have positive emotional 
experiences and to engage in activities generating these experiences.” (Tellegen, Ben- 
Porath, McNulty, Arbisi, Graham, & Kaemmer, 2003, p.55) versus demoralization 
(RCd), which can be viewed as “ ... feelings of general unhappiness and a demoralizing 
sense of failure and helplessness.” (Tellegen, Ben-Porath, McNulty, Arbisi, Graham, & 
Kaemmer, 2003, p. 55).
Elevations on RC2 (lpe) indicate that the individual may have a pessimistic 
outlook, may be passive or withdrawn, and experience lower levels of arousal activation 
leading to anhedonia. The individual may also experience significant boredom and 
isolation, as well as the lack of energy to counteract this boredom and isolation. Along
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with lack o f energy, the individual may report that he or she has difficulty making 
decisions, getting things done, and therefore has low expectations o f him or herself.
These are risk factors that contribute to vulnerability to depression if not the symptoms of 
depression itself. (Tellegen, Ben-Porath, McNulty, Arbisi, Graham, & Kaemmer, 2003).
The RC2 (lpe) scale seems to have two separate factors that may be in play for the 
American Indian sample. The first factor is reflective of unavailable employment and 
educational opportunities on the reservation. Statements such as “I am about as able to 
work as I ever was,” “I seem to be about as capable and smart as most others around me,” 
and “My main goals in life are within my reach,” may be difficult to endorse based on 
socioeconomic constraints. The second factor may relate to a set of cultural values based 
on norms of acceptable behavior within a collective society. RC2 (lpe) includes items that 
reflect experiences such as being “uncomfortable with leadership or decision-making” 
and “low need and expectation for achievement.” Statements such as these may reflect 
cultural values based on the individual’s environment and world view. For example, a 
Native individual raised on a reservation practicing traditional Native culture could also 
be participating in a collective society, where the foundation of socially acceptable 
behavior resides within the perceived world view. In a collective society, the emphasis is 
on the community, rather than the individual, and individual leadership or decision­
making is minimized. An individual may be more comfortable with making decisions 
after consultation with other community or family members based on consideration of 
what would be more beneficial to the community rather than the individual. The decision 
maker is cognizant that any decision or action affects the whole community in some way.
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and great care is warranted to ensure social harmony. The underpinnings of unavailable 
employment and educational opportunities, as well as decision making strategies, provide 
the basis for predictions in the current study that the American Indian sample’s responses 
will present higher elevations compared to the normative sample.
The RC3 (cyn) Cynicism scale includes 15 items based on Scale 3 (Hy). 
Correlations with Scale 3 (Hy) were low to moderate (men = -.42, women = -.24; 
Tellegen et al., 2003). Many of the items on Scale 3 referred to somatic complaints and 
were moved to RC2 (lpe), leaving symptoms and items associated with the individual’s 
perception of others’ intentions and actions (non self-referential trust). Individual with 
high elevations on RC3 (cyn) may perceive others as untrustworthy, untruthful, uncaring, 
as well as having a tendency to look out only for themselves and exploit others.
(Tellegen, Ben-Porath, McNulty, Arbisi, Graham, & Kaemmer, 2003).
Because RC3 (cyn) is based on the individual’s perception of others’ intentions 
and actions, factors of historical trauma, unresolved intergenerational grief, economic and 
cultural exploitation, genocidal practices, and oppression from non-Indian people could 
form the foundation for an extreme lack of trust, cynicism, and “cultural paranoia” for 
American Indians. Culturally-induced paranoia, or mistrust of others outside the minority 
group, is developed during negative racial experiences that are common to minority 
people, and this is considered to be a healthy coping mechanism in protection of self from 
abuses from non-minorities (Evans, 1985). Based on the history of relationships between 
American Indians with non-Indian people, elevations are expected on RC3 (cyn) 
responses by American Indians.
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The RC4 (asb) Antisocial Behavior scale includes 22 items based on Scale 4 (Pd). 
Correlations with Scale 4 (Pd) were high (men = .63, women = .64; Tellegen, et al.,
2003). Many items from Scale 4 were removed and placed in RCd (dem). It is possible 
for an individual with antisocial tendencies to have a T score in the normal range on 
Clinical Scale 4 if demoralization is a feature of his or her personality. The RC4 (asb) 
scale clarifies this by removing Clinical Scale items that are associated with general 
unhappiness and anxiety, leaving more antisocial cognitive and behavioral symptoms. 
(Tellegen, Ben-Porath, McNulty, Arbisi, Graham, & Kaemmer, 2003).
The RC4 (asb) Scale may show mixed results for American Indians. Four factors 
contribute to elevations on this scale, and high and low scores on the items for each factor 
could potentially cancel each other, resulting in concealed distress. The first two factors 
could potentially show lower scores in the American Indian sample through low 
endorsement o f the items due to American Indian attitudes tapped by / related to RC4 
(asb) items like “At times I have very much wanted to leave home,” and “Sometimes 
when I was young I stole things.” In Western society, “home” is generally defined as a 
place where one dwells with his or her nuclear family. On the reservation, “home” is 
defined as where a person “stays,” and could include a temporary stay with grandparents, 
then later with an aunt and uncle, and then with a cousin. It also includes ties to the land 
and connection to the reservation. The extended family often raises the children or 
provides shelter for family members. The second statement reflects the concept that 
something must be “owned” in order to be “stolen.” In many American Indian cultures, 
material ownership is downplayed, and property is freely shared, so stealing is a more
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complicated and multiply-defined concept (California State Department of Education, 
1982).
The third factor that may produce elevations relates to 6 of the 22 RC4 (asb) 
statement reflecting substance use and trouble with the law. The Tribal Court on the 
reservation where the current study was conducted routinely orders chemical dependency 
and/or mental health evaluations for those convicted of crimes resulting from 
alcohol/drug use or domestic violence. These evaluations typically include MMPI-2 
administration, and these MMPI-2’s make up a high proportion (64.3%) of those 
analyzed here. Thus, responses to this subset of items in this particular sample could 
easily be deceptive in establishing norms for an American Indian outpatient sample not 
referred for alcohol problems.
The fourth contributing factor to the RC4 (asb) scale that may produce elevations 
is based on the fact that 5 of the 22 items are statements about experiences in school.
High and increasing dropout rates among American Indians (OPI, 2003) and 
discrimination in public schools on the reservation may be reflected in endorsement of 
these statements. As a result of these conflicting tendencies, no hypotheses are made for 
this scale.
The RC6 (per) Ideas o f Persecution scale is composed of 17 items based on Scale 
6 (Pa). Correlations with Scale 6 (Pa) were moderate (men = .38, women = .41; Tellegen, 
et al., 2003). The three “self-referential items” of Scale 6 that were not considered 
persecutory were removed and not included in RC6 (per). The remaining items were self- 
referential items indicating that the individual feels controlled, targeted, or victimized by
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others and may have difficulty forming trusting relationships, as well as paranoid 
thinking that is characteristic of a schizophrenic or delusional disorder (Tellegen, Ben- 
Porath, McNulty, Arbisi, Graham, & Kaemmer, 2003). Since the demoralization items 
were removed from RC6 (per), it is possible for an individual to have a high score on the 
older Scale 6 and not have a high score on RC6 (per). This offers better discernment for 
assessing an individual experiencing or reporting persecutory ideation. Only 1 of the 17 
items appears to have any cultural consideration (“Ghosts or spirits can influence people 
for good or bad.”). No elevations above the level of the normative data are expected in 
current study with American Indians.
The RC7 (dne) Dysfunctional Negative Emotions scale is constructed from 24 
items based on Scale 7 (Pt). Correlations with Scale 7 (Pt) were high (men = .82, women 
= .83; Tellegen et al., 2003). The items consist of anxiety/worry, anger/irritability, and 
sensitivity/vulnerability factors that contribute to dysfunctional negative emotions. The 
items associated with general unhappiness and feelings o f helplessness in Scale 7 have 
been removed and placed in RCd (dem) to define better those at inereased risk for anxiety 
or developing anxiety disorders (Tellegen, Ben-Porath, McNulty, Arbisi, Graham, & 
Kaemmer, 2003). This may be important because in the past Clinical Scale 7 was taken 
as a marker of the MMPI first factor, which reflects internal feelings of anxiety, 
irritability, and sensitivity. Since the Clinical Scale 7 items focusing on generalized 
unhappiness have been moved to RCd (dem) and cultural factors are absent, no 
significant elevations are expected on RC7 (dne) in the current study with American 
Indians.
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The RC8 (abx) Aberrant Experiences scale contains 18 items based on Scale 8 
(Sc). Correlations with Scale 8 (Sc) were high (men = .62, women = .64; Tellegen, et al., 
2003). Included items represent cognitive phenomena of unusual sensory, perceptual, 
cognitive, and motor disturbances (Tellegen, Ben-Porath, McNulty, Arbisi, Graham, & 
Kaemmer, 2003). Items reflecting schizoid tendencies that may also represent lack of 
social closeness were omitted to offer a more precise delineation of delusions and 
hallucinations from odd social interactions. Thus, the scale distinguishes “schizoid” and 
“schizotypal” symptoms.
In Western society, endorsement of these “aberrant experience” items could be 
considered psychotic, but in many American Indian tribal societies, this is considered 
culturally appropriate (Matchett, 1972; Peltz, Merskey, Brant, Patterson, & Haseltine, 
1981; Shen, 1986). During grief periods and vision quests, American Indians often report 
experiences described by seven of the 18 RC8 (abx) items. Based on the traditional belief 
system of many American Indian tribes, including the tribes included in this study, which 
hold that relationships exist among all spirits (humans, animals, inanimate objects, living, 
and dead), it is predicted that elevations on the RC8 (abx) scale will be present.
The RC9 (hpm) Hypomanic Activation scale consists of 28 items based on Scale 
9 (Ma). Correlations with Scale 9 (Ma) were high (men = .72, women = .74; Tellegen et 
al., 2003). Included are items indicative of cognitive, motor, and emotional activation, 
including racing thoughts, high energy, elevated mood and self-regard, thrill seeking, 
promiscuity, and irritability. (Tellegen, Ben-Porath, McNulty, Arbisi, Graham, & 
Kaemmer, 2003).
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Behavior tapped by the RC9 (hpm) items are not considered culturally appropriate 
behavior in most American Indian societies, although the behaviors would be evident in 
an individual experiencing the manic phase of bipolar disorder. No elevations above the 
normative data are expected in the current study with American Indians.
Present Study and Background for Hypotheses
The present study was conceptualized through the realization that very little 
research with the MMPI and MMPI-2 has included American Indians and that the MMPI 
is the testing instrument most frequently used by the Indian Health Service, the agency 
that provides mental health services to many American Indians (Silk-Walker, Walker, & 
Kivlahan, 1988). Over 10,000 articles have been published on the MMPI and MMPI-2 
since it was developed, with only 16 empirical studies that included American Indians 
(Psyclnfo, 2004). The 16 empirical studies have severe limitations that include small 
sample sizes, sample gender (mostly men), and sample populations consisting of mainly 
prisoners and inpatients (psychiatric and alcohol treatment facilities). The disorders 
(alcohol abuse/dependence, obesity, and batterers) and tribal affiliation (how affiliation is 
defined and the fact that only one or two tribes are represented) create a severe obstacle 
to in generalizing to 500+ unique tribal groups in the United States. It also creates the 
ethical question of whether the MMPI-2 is an appropriate instrument to aid in 
psychological diagnosis of disorders based on cultural differences between American 
Indians and Western society.
Given the sparse research literature base with American Indians and the MMPI-2, 
the current study is considered exploratory and specific to the tribes involved.
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Generalization of the results to other tribes is not an expectation, nor are the results to be 
construed as a comprehensive study of psychopathology and symptoms within the tribal 
people involved.
The present study uses MMPI-2 data from a mental health center sample of 
American Indian participants primarily from two Federally recognized tribes. Issues of 
cultural identity are not examined. And, as previously mentioned, generalization to other 
tribal groups is an open question.
Hypotheses
Based on the empirical research with American Indians previously discussed, 
elevations are expected in the present sample on Clinical Scales 4, 6, 7, 8, and 9. Kline 
(1973) and Smith-Zoeller (2003) reported an elevation on Clinical Scale 8 for American 
Indians compared to their Caucasian counterparts that suggest cultural differences 
between the groups may be contributory. Significant ethnic differences were found in 
Pine’s (1983) study, with higher elevations on Clinical Scale 9 for American Indians. 
Cultural differences were also involved for elevations on Clinical Scales 2, 3, 4, 6, 8, and 
9 (Hoffman, Dana, & Bolton, 1985), since Hoffman, Dana, & Bolton’s (1985) study also 
incorporated acculturation as a variable and Clinical Scales 2 and 3 were one standard 
deviation above the mean of the normative sample. Clinical Scales 4, 6, 8, and 9 were 2 
standard deviations above the mean of the normative sample, and the present study does 
not investigate acculturation; elevations in Clinical Scales 2 and 3 do not have a variable 
with which they are expected to correlate in the present study.
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Although the present study’s objective is to examine the use of the MMPI-2 
within American Indian culture, acculturation is not used as a factor. Rather, external 
correlates will likely reveal that the MMPI-2 detects cultural differences and potentially 
pathologizes culturally appropriate behavior, in addition to detecting pathology that is not 
culturally appropriate in either culture. In order to discern cultural differences from 
pathology, the objective of the present study is to use external correlates and to obtain 
preliminary norms for the Clinical Scales and the RC Scales from one American Indian 
outpatient sample and compare them to the current MMPI-2 Clinical Scale norms 
developed in 1989 and the RC Scale norms developed in 2003.
Also of interest is whether the MMPI-2 is an “acceptable” tool for this sample 
population. In order to be considered acceptable, the MMPI-2 would need to meet certain 
criteria that include: 1) correlations among the Clinical Scales that are similar to the 
normative sample; 2) low intercorrelations among the RC scales (to delineate core 
features of mental illness domains); 3) moderate to high correlations of each RC Scale 
with its Clinical Scale counterpart (suggesting that they are measuring similar attributes) 
and low correlations with non-corresponding scales; 4) and, the RC Scales and the 
Clinical Scales should have moderate to high correlations with conceptually relevant 
criteria (External Correlates) and low correlations with non-relevant variables. The 
present study’s hypotheses incorporate these criteria.
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To summarize, the hypotheses are grouped into five basic categories:
Hypothesis 1: Based on theory resulting from normative data, cultural research, and 
clinical experience, elevations are expected in the present study on the MMPI-2 Clinical 
Scales 4, 6, 7, 8, and 9.
Hypothesis 2: Based on features of poverty, trauma exposure, unemployment, and low 
educational level, elevations are expected on the MMPI-2 RC Scales RCd (dem), RC1 
(som), RC2 (lpe), RC3 (cyn), and RC8 (abx). Clinically significant elevated scores are 
defined as T scores over 65 and place the score in the 92nd percentile compared with the 
normative sample mean of 50 (Butcher, et al., 2001).
Hypothesis 3: The RC Scales are expected to have lower intercorrelations than the 
Clinical Scales.
Hypothesis 4: The RC Scales are expected to have the highest correlations with their 
corresponding Clinical Scales, with the exception of RC3 (cyn) and RC6 (per). Internal 
validity studies of RC3 (cyn) and RC6 (per) showed very low correlations with their 
Clinical Scale counterparts and according to the RC Scale developers, this suggests that 
RC3 (cyn) and RC6 (per) may be less valid measures for the underlying constructs 
(Tellegen, et al., 2003). Since it is not clear the nature of the underlying constructs for 
RC3 (cyn) and RC6 (per), no hypotheses are offered.
Hypothesis 5: The RC Scales are expected to have high correlations with conceptually 
relevant criteria (External Correlates).
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Chapter 2: Methods 
Participants
Participants are Indian Health Service beneficiaries and identified as enrolled 
American Indians or direct descendents of American Indians. Participants are primarily 
from two American Indian Tribes, although Tribal members and descendants of other 
Tribes are also included. Data were derived from archival data at a Tribal Mental Health 
facility on a northwestern Tribal reservation. Permission to conduct the current research 
was obtained from the Director o f Tribal Health and the Tribal Council prior to data 
collection.
All patient charts were reviewed, and participants were selected if a valid MMPI- 
2 was available in the patient chart. The MMPI-2 was developed and marketed in 1989; 
therefore, all included MMPI-2’s were administered between the years 1989 and 2005, 
inclusive.
Since the subtle items are not included for the purpose of enhancing the theory- 
based background of the RC Scales, the validity scales are important to consider before 
examining the RC Scales to detect whether the participant is likely to be responding 
frankly to the test. Deleting the subtle items from the RC Scales results in content 
transparency of the RC Scale items, and how the test-taker presents him/herself may be 
exaggerated if  the validity scales are not examined. Key validity scales used as exclusion 
criteria to eliminate invalid profiles following deletion of the subtle items in the RC Scale 
development are listed in Appendix A. Exclusion criteria applied to profiles that had 
more than 30 omitted items on the first half of the MMPI-2 profile or more than 10
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omitted items on any one Clinical Scale. MMPI-2 profiles were also excluded if the 
Variable Response Inconsistency (VRIN) and the True Response Inconsistency (TRIN) 
Scales had elevations above T-score 80. To reduce the possibility o f malingering, profiles 
were excluded based on T-score elevations above 100 on the Infrequency (F) and 
Infrequency/pathology (F(p)) Scales. Profiles with T-scores above 110 on the Backside 
Infrequency (Fb) Scale were also excluded. To address invalid profiles where the 
individual exaggerates and self-presents as overly virtuous, profiles were excluded when 
T-scores were above 80 on the Lie (L) Scale. Profiles with T-scores above 75 on the 
Correction (K) Scale were also dropped, to address under-reporting and defensiveness.
For consistency and comparison, the same exclusion criteria used in the RC Scale 
development were also used in the current study. Based on these exclusion criteria, 25 
participants out of an initial pool of 123 participants were excluded. Nine were excluded 
based on incomplete MMPI-2 profiles where Basic Clinical Scales were not available, 
more that 30 items were not answered on the first half of the profile, or if more than 10 
items were omitted on any one scale. Four participants were excluded due to the F and 
F(p) validity scale T-score elevations above 100; two were excluded for T-score 
elevations above 110 on validity scale Fb; three were excluded for T-score elevations 
above 80 on validity scale L; and, one was excluded due to T-score elevations above 75 
on validity scale K. Four participants were excluded because the MMPI-2 answer sheet 
was missing from the patient chart and the RC scales could not be scored without it. 
Based on the required minimum 8th grade reading level for the MMPI-2, one participant 
was excluded because he/she reportedly reads at < 5th grade level. Another participant
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was excluded because he/she was only 17 years old at the time of MMPI-2 completion. 
No participants were excluded based on the criteria of VRIN or TRIN T-score elevations 
above 80. If the profile was deemed invalid based on the exclusion criteria, the data were 
not collected beyond this. In the data base, the only thing that was entered was a research 
code number just to keep track of that particular participant.
Participants included in this study were 98 Tribal Health beneficiaries, aged 18 to 
69 years. For a correlation of 0.3 between a scale and external correlate, with a one-tailed 
test and alpha set at 0.05, an n of 49 is needed for a power of 0.67. Thus, this sample 
should provide adequate power for testing the main hypotheses in the study. Table 2 
summarizes participants’ characteristics by gender, marital status, education level, 
employment status, and descendent status within the sample. In the overall sample, there 
were more males (n = 61; 62.9%) than females (n = 36; 37.1%), the majority were single 
(n = 40; 41%), and most were enrolled Tribal members (n = 81; 82%). The mean age of 
participants was 32.33 years old (standard deviation = 9.48) and the mean education level 
was GED/high school (standard deviation = 2.28).
Measures
MMPI-2 data sheet
Data were derived from archival mental health charts, and measures were the 
instruments used for the purpose of recording patient information and MMPI-2 profiles 
from these patient charts.
The Data Sheet for the MMPI-2 was developed to record the MMPI-2 profile 
information (See Appendix B). Recorded information included age of the participant at
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the time of MMPI-2 completion, number of omitted items, T-scores for the validity 
scales, the Basic Clinical Scales and selected Supplementary Scales raw scores, and T- 
scores for the same Basic Clinical Scales and selected Supplementary Scales. Each 
MMPI-2 was hand scored using the RC Scale scoring templates, and raw scores and 
number of omitted items were recorded for each scale. RC Scale T-scores were derived 
from the MMPI-2 Restructured Clinical Scales Monograph (Tellegen, Ben-Porath, 
McNulty, Arbisi, Graham, & Kaemmer, 2003) using the RC Scale raw scores from the 
patient charts.
Demographic and chart data
The Demographic Information Sheet was developed to record participant 
information from the patient charts (See Appendix C). General information included 
gender, marital status, education level, and employment status. Since Tribal Mental 
Health serves members of other Tribes, it was determined that Tribal affiliation may be 
an important factor that could influence the results, and it was included on the 
demographic information sheet. Tribal Mental Health serves primarily Tribal Members, 
although direct descendents of Tribal Members are also eligible for services. Blood 
quantum for Tribal Membership can be a contentious issue and is not necessarily a factor 
relevant to acculturation or world view for individuals. In other words, an individual can 
be “full-blooded” American Indian and not practice cultural traditions, or an individual 
can be a descendant and participate in cultural traditions and have a Native worldview.
Since information regarding this acculturation level and worldview was not 
available in patient charts, Tribal Membership and descendancy were recorded as
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markers for potential differences in results. Some individuals were referred to Tribal 
Mental Health on several occasions, while others were referred only once. Initial referral 
source and referral source at the time o f MMPI-2 completion were recorded to track 
referral information.
Patient chart diagnosis was a factor of interest in terms of providing external 
correlates for MMPI-2 elevations and was included on the demographic information 
sheet. As the patient charts were examined, it was found that there was vast variability in 
duration o f services. For example, some patients were seen at Tribal Mental Health for 
many years and had many diagnoses over the years, while others were short-term patients 
and had 1-2 diagnoses. It was determined that the most relevant diagnoses were the ones 
given at the time of the MMPI-2 completion. All of the diagnoses assigned at the time of 
the MMPI-2 completion were recorded. Frequency statistics revealed that 55 participants 
had one diagnosis, whereas 43 participants had two or more diagnosis at the time of 
MMPI-2 completion. When two or more diagnoses were present, the combinations of the 
possible diagnostic variables resulted in only one participant each with a particular 
combination of diagnoses. Since analysis of each diagnosis combination was not 
practical, only the primary diagnosis given to each participant was used for analysis. The 
primary diagnoses at the time of MMPI-2 completion were collapsed into 8 categories: 
Anxiety (n = l), Mood (n=\ 1), Personality Disorders {n=16), Substance Use/Abuse 
(n=22), Adjustment Disorders (n=6), Family (n=18), Deferred {n=15), and Other (n=3). 
As previously noted, some patients have a long history with Tribal Mental Health, and 
the number of outpatient visits was recorded, as well as inpatient psychiatric treatment, if
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known. Another area o f interest that could potentially impact results is the influence of 
alcohol and whether the participants ever received alcohol treatment as an outpatient or 
inpatient. Many participants were referred to Tribal Mental Health by the Tribal Alcohol 
Treatment Program and the Tribal Court for convictions related to alcohol. Alcohol 
inpatient and outpatient treatment information, and information about court referral, if 
known, was recorded for each participant.
External correlates measures based on chart review
The Chart Review Form for External Correlates was developed to record 
participant symptoms and personality characteristics from the patient charts. The authors 
of the MMPI-2 RC Scales (specifically Ben-Porath, McNulty, Arbisi, and Graham) were 
contacted to obtain the forms they used in data collection for developing the external 
correlates used in their study for establishing normative data. As discussed previously, 
the external correlates were derived from two measures, the Patient Description Form 
(PDF) developed by Graham, Ben-Porath, & McNulty (1999) and the Record Review 
Form (RRF) developed by Arbisi, Ben-Porath, & McNulty (2003). The PDF is a 188- 
item list of symptoms and personality characteristics derived from the MMPI-2 correlate 
literature. Nineteen scales were produced from the list (Somatic Symptoms, Depressed, 
Pessimistic, Insecure, Achievement-Oriented, Antisocial, Aggressive, Family Problems, 
Angry/Resentful, Critical/Argumentative, Suspicious, Anxious, Obsessive-Compulsive, 
Agitated, Psychotic Symptoms, Introverted, Passive-Submissive, Histrionic, and 
Narcissistic.
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The MMPI-2 normative sample of 1,462 women and 1,138 men was used to test 
the internal consistency o f the PDF. Graham, Ben-Porath, and McNulty (1999) 
administered the MMPI-2 to an outpatient sample of 610 women and 410 men upon 
intake at a community mental health facility. After one month of therapy, the patients’ 
therapists completed ratings on the PDF as collateral measures. For the 19 subscales of 
the PDF, internal consistency alpha coefficients ranged from .72 to .92, indicative o f high 
internal consistency. Arbisi, Ben-Porath, and McNulty (2003) also investigated empirical 
correlates using the MMPI-2 and the PDF with two inpatient samples composed of 501 
women and 1,951 men. Internal consistency reliabilities were similar to the previous 
study.
The RRF (Arbisi, Ben-Porath, & McNulty, 2003) is a psychiatric intake report 
used to gather data from a patient’s mental health record resulting in 7 scales (Pain, 
Depression, Criminal Justice Involvement, Substance Abuse, Delusions, Intrusive 
Ideation, and Hallucinations). The RRF was used as a collateral measure with the PDF 
study previously mentioned. Information was retrieved from intake reports prior to the 
MMPI-2 administration. Ten percent of the records received an independent review to 
test inter-rater reliability. Correlations ranged from .69 to .91.
Since the normative population for the MMPI-2 was composed primarily of 
Veterans Administration psychiatric inpatients, the forms contained information not 
relevant for this study and were quite lengthy. The original PDF and RRF were 
consolidated into one instrument and revised to reflect only symptoms and personality 
characteristics as external correlates. For example, items omitted included number of
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previous marriages, veteran status and years o f service, duration of hospitalization, mini­
mental state score, and medications. To make the instrument more concise and easier to 
use to record information, similar symptoms and personality characteristics were 
combined or eliminated from the original PDF 188-item list. For example, the symptoms 
related to depression included 6 items for the current study’s external correlate data, 
rather than the 21 depression symptoms on the original 188-item list. The final Chart 
Review Form for External Correlates contained 90 items grouped into 25 scales (See 
Appendix D). The 25 scales are the same conceptual scales used in the PDF and RRF. It 
should also be noted that the PDF and RRF have one common scale (depression) and the 
total scale number is actually 25. The items o f the individual scale items ranged from one 
item per scale to 8 items per scale. The external correlate measure scales were computed 
by using the mean of the individual scale items. Each scale was then used as one rating 
for analyses. The external correlate measure is basically a tool to gather information from 
patient charts regarding symptoms related to mental illness domains that have some 
conceptually relevant relation to the MMPI-2 scales. The external correlate measure is by 
no means a “gold standard” in terms of assessing accurately the only symptoms that may 
contribute to a mental illness domain.
Procedures
As previously mentioned, each patient chart of the Tribal Mental Health archival 
files was examined. If an MMPI-2 was in the patient chart, that individual was considered 
as a potential participant in the current study. Precautions were taken to protect the 
participants’ personal privacy. Each Tribal Health beneficiary is assigned an individual
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Health Record (HR) number for patient identification and tracking. Patient files were 
searched by the Principal Investigator for the presence of an MMPI-2 protocol and the 
HR number noted. The HR number corresponded with a new research code number 
assigned to each participant. The HR number and corresponding code number were kept 
separate from the data so individual participants could not be identified by name, code 
number, or other identifying information. Only the Principal Investigator, Research 
Assistant, Tribal Mental Health Program Manager, and supervising Staff Psychologist 
had access to the files. After data collection and analysis completion, the HR number and 
corresponding research code number information was shredded. Procedures were 
developed to have another researcher review the chart if  the participant was potentially 
known to the investigator.
Two sorts of information were gathered from the patient charts. The first, was 
recorded information that included the age o f the participant at the time of MMPI-2 
completion, number of omitted items, T-scores for the validity scales, the Basic Clinical 
Scales and selected Supplementary Scales raw scores, and T-scores for the same Basic 
Clinical Scales and selected Supplementary Scales. Each MMPI-2 was hand scored using 
the RC Scale scoring template and raw scores and number of omitted items were 
recorded. RC Scale T-scores were derived from the MMPI-2 Restructured Clinical Scales 
Monograph (Tellegen, Ben-Porath, McNulty, Arbisi, Graham, & Kaemmer, 2003) using 
the RC Scale raw scores from the patient charts.
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Secondly, the Principal Investigator reviewed patient charts with valid MMPI-2 ’s 
and recorded information on the Demographic Information Form and the Chart Review 
Form for External Correlates.
For inter-rater reliability, an independent review o f 24 of the 98 total patient 
charts with valid MMPI-2’s was completed by a Research Assistant. After exclusion 
criteria were applied to eliminate invalid profiles, the remaining profiles were selected as 
possible profiles for reliability analysis. Every 4th profile was chosen as one to be used as 
a data collection reliability check to ensure clinical judgment was consistent for the 
external correlates. Reliability of the individual items and the summary scales of External 
Chart Review for External Correlate Form ratings was assessed using the Intraclass 
Correlation Coefficient (ICC), a chance-corrected reliability coefficient (Shrout & Fliess, 
1979). Because both raters evaluated the reliability sample’s charts and the scores of only 
one rater (the author) were used in the data analyses, the two-way mixed model (single 
measure reliability) was used in computing the ICC’s (Nichols, 1998; Yaffee, 1998). The 
consistency ICC measure was computed. A total o f 90 items were scored by both raters 
(principal investigator and research assistant). Overall, inter-rater reliability was good 
(mean ICC of 0.71 for the individual scales). Inter-rater reliabilities by scale and scale 
items are presented in Table . In most cases the reliabilites for the combined scales — 
which are used in the data analyses that follow — were adequate or better. For two scales 
the inter-rater reliabilities were “Poor” by the Ciccehti and Sparrow (1981) criteria of 
practical significance and “Fair” by the Landis and Koch (1977) criteria. These scales are 
Somatic Symptoms and Pessimistic. Analyses using these scales are included in this
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report, but these results should be interpreted with caution based on the poor/fair inter­
rater reliability results. Further work using these External Correlates rating scales would 
do well to focus on further coder training and category definition for these particular 
items.
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Chapter 3: Analyses and Results 
Clinical vs. Statistical Significance
In order to differentiate between clinical significance and statistical significance 
in these data, several analyses were conducted. Clinical significance is discussed first for 
the American Indian sample as a whole for the Clinical Scales and the RC Scales. Since 
previous research with the MMPI-2 indicates that symptoms and personality 
characteristics show potential gender differences, as well as there being gender 
differences in the normative data on the RC scales, analyses were also conducted with 
gender as a variable in investigating the significance of differences between the mean T 
scores in the American Indian outpatient sample and normative sample scores for each of 
the Clinical Scales and the RC Scales. Based on the history o f MMPI-2 development and 
cumulative research to date, clinical significance on the MMPI-2 Basic Clinical Scales 
and the RC Scales was determined to be T-scores above 65 or roughly 1.5 standard 
deviations from the mean of 50. (10 T-score points correspond only “roughly” to a 
Standard Deviation because the RC scales and some of the MMPI-2 scales are computed 
using uniform T-score transformations.) For clinical significance, a significant difference 
was defined as a T-score > 65 in the current sample. Since other demographic variables 
may also be a factor, additional analyses were conducted to investigate clinically 
significant elevations on each of the Basic Clinical Scales and the RC Scales for several 
demographic groups from the Demographic Information Sheet. The analyses, results, and 
discussion of the analyses based on the demographic variables are included in Appendix 
E.
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Next, statistical differences are examined between the American Indian male and 
female sample in terms of MMPI-2 T-scores for each of the Clinical Scales and the RC 
Scales. Statistical differences between the normative sample and the American Indian 
sample are also reported for each gender separately for each of the Clinical Scales and the 
RC Scales.
Finally, means and standard deviations are presented separately by the patients’ 
diagnosis at the time of MMPI-2 completion, as well as intercorrelations among the 
Clinical Scales and the Restructured Clinical Scales for the American Indian outpatient 
male and females, and correlations between the Clinical Scales and Restructured Scales 
and the External Correlate measures. The analyses, results, and discussion for the 
diagnostic categories are included in Appendix E. It should be noted that this research 
reports a large number of statistical tests, both tests of mean differences and correlations. 
This procedure inflates the probablility of making a Type I error, and thus the results of 
statistical significance tests should be viewed as exploratory.
Descriptive statistics were computed to discover the mean T-scores for each of the 
Basic Clinical Scales and the RC Scales. Clinically significant mean elevations were not 
found for the MMPI-2 Basic Clinical Scales or for the RC Scales in the total American 
Indian outpatient sample (See Table 4 and Figure 2). It should also be noted that no 
“depressions” in elevations were observed; that is, no T-scores were more than 1.5 
standard deviations below the normed T-score o f 50 (T<35) on any of the scales for any 
of the demographic groups. Figure 1 illustrates the mean T-score profile o f the relevant 
validity scales for the overall American Indian outpatient sample and by each gender
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separately, following application of the exclusion criteria involving the validity scales. 
Table 5 provides the mean T-scores and standard deviations for each of these validity 
scales for the overall sample and by gender. These T-scores were not clinically 
significant and ranged from 48.31 to 63.92.
Descriptive statistics were also computed to discover the mean T-scores on the 
Basic Clinical Scales and the RC Scales within groups defined on the basis o f the 
demographic data. Using gender as the independent (grouping) variable, clinically 
significant gender differences were found on Clinical Scale 4 (Pd; See Table 6 and Figure
2). On this scale the females’ mean T-scores were slightly elevated (T-score = 65.83) and 
reached this study’s criterion of clinical significance.
Overall, the mean profiles for both the RC and Clinical scales are not extremely 
elevated at all. This is not terribly surprising for the RC scales, which are based on 
clinical sample norms, but is somewhat surprising for the traditional Clinical Scales, 
which are computed based on a non-clinical sample.
A note on Clinical Significance, Statistical Significance, and Effect Sizes
The scale differences that are primarily of interest in the current study are ones 
where elevations defined as “clinically significant” occur in the present study’s sample or 
in sub-samples. In this case, this is defined as an elevation of 15 T-score points, or an 
elevation of 65. In addition, one-sample /-tests were use to determine if statistically 
significant deviations from T-scores of 50 occurred. Due to the relatively large sample 
size used in this work, fairly small elevations above 50 can be statistically significant.
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looking for statistical significance.
Finally, the examination of what this study defines as clinically significant 
elevations is related to an examination of effect sizes. Given a nominal scale Standard 
Deviation of 10, the effect size represented by a 15 point elevation is approximately 1.5, a 
very large effect size. (It should be noted that this estimation o f Cohen’s d  is only 
approximate, due to the fact the uniform T-scores used on some of the scales investigated 
change the meaning of a ten-point T-score difference.) In some cases the variability 
within the present sample was much greater, with Standard Deviations of approximately 
20. Even in this case, an elevation of 15 T-scores points corresponds to an estimated 
Cohen’s d  of 0.75, still a medium effect size.
On the RC Scales, separating the participants by gender, there were no clinically 
significant elevations for either gender on any of the RC Scales. (See Table 7 and Figure
3). Several scales were close to attaining clinically significant elevations.
Statistical Significance
To determine statistical significance of T-score elevation differences among 
groups, analysis of the data included comparison between Male and Female American 
Indians on the Basic Clinical Scales; Male and Female American Indians on the 
Restructured Clinical Scales, and between various demographic groups on Basic Clinical 
Scales and the Restructured Clinical Scales.
Analysis of the data also included comparison of the American Indian outpatient 
sample to the MMPI-2 normative T-score of 50 on the Basic Clinical Scales and the
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Restructured Clinical Scales to detect statistically significant T-score elevation 
differences between the two groups.
A MANOVA was conducted on the Basic Clinical Scales with the independent 
variable of gender in the American Indian outpatient sample. Using Wilks’ Lambda, the 
overall model indicated statistically significant gender differences [F(10, 86)=4.582, 
/>=.000] with a moderate measure o f effect size (eta squared = .348). Univariate tests 
indicate that the statistically significant difference primarily rests with the CS5 (Mf) 
scale, with the Female American Indians’ T-scores higher than the Male American Indian 
T-scores [F(l,95)=40.13,/><.0005]. No statistically significant differences were found 
between the two groups on the Restructured Clinical Scales [N(9,87)=l .026, p=.426].
A One-Sample t-Test was conducted on each of the Basic Clinical Scales in each 
Gender group in the American Indian outpatient sample comparing the mean values in 
this sample to the normative sample mean of 50; the test value was set at 50 to represent 
the T-score for the normative group. Results for the American Indian males indicate 
statistically significant differences from the normative sample’s values for the Basic 
Clinical Scales CS1 (Hs), CS2 (D), CS4 (Pd), CS5 (Mf), CS6 (Pa), CS7 (Pt), CS8 (Sc), 
CS9 (Ma), and CS (Si); all scales except CS3 (Hy). In all cases except on CS5 (Mf), the 
American Indian males’ mean T-scores were higher than the norm of T-score 50 (See 
Table 8). On the Restructured Clinical Scales, statistically significant elevation 
differences occurred for the American Indian males on scales RCd (dem), RC1 (som), 
RC4 (asb), RC6 (per), RC7 (dne), and RC8 (abx), all scales except RC2 (lpe), RC3 (cyn),
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and RC9 (hpm). In all cases the American Indian males’ mean T-scores were higher than 
the norm of T-score 50 (See Table 8).
For the American Indian females, statistically significant differences were found 
on Basic Clinical Scales CS1 (Hs), CS2 (D), CS3 (Hy), CS4 (Pd), CS5 (Ml), CS6 (Pa), 
CS7 (Pt), CS8 (Sc), and CS9 (Ma), in fact all scales except CSO (Si). In all cases the 
American Indian females’ mean T-scores were higher than the norm of T-score 50 (see 
Table 8). On the Restructured Clinical Scales, statistical significant elevation differences 
were found for the American Indian Females on scales RCd (dem), RC1 (som), RC4 
(asb), RC6 (per), RC7 (dne), and RC8 (abx), all scales except RC2 (lpe), RC3 (cyn), and 
RC9 (hpm). In all cases except on RC2 (lpe) the American Indian females’ mean T- 
scores were higher than the norm of T-score 50 (See Table 8).
Intercorrelations
Intercorrelations of the MMPI-2 Basic Clinical Scales and Restructured Clinical 
Scales were computed for the American Indian outpatient sample for each gender. Table 
9 displays the results for the American Indian females. Overall, moderate 
intercorrelations were found among the Basic Clinical Scales for the American Indian 
females (mean r = .49; median = .57) and were much higher compared to the 
intercorrelations in the normative sample’s females (mean r = .39; median = .39; 
Tellegen et al., 2003). Overall moderate to high intercorrelations were found among the 
Restructured Clinical Scales for the American Indian females (mean r = .61; median = 
.53) and were much higher than those found in the normative sample females (mean r = 
.47; median = .38). Intercorrelations of the Basic Clinical Scales with the Restructured
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Clinical Scales indicate the highest correlations for RCd (dem) with CS7 (.82); RC1 
(som) with CS1 (.84); RC2 (lpe) with CS2 (.82); RC3 (cyn) with CS9 (.54); RC4 (asb) 
with CS4 (.52); RC6 (per) with CS9 (.64); RC7 (dne) with CS7 (.78); RC8 (abx) with 
CS8 (.75); and RC9 (hpm) with CS9 (.74). Note that in this case, where the value of a 
correlation is being compared to 0, r = .1 corresponds to a small effect size, r = .3 
corresponds to a medium effect size, and r = .5 to a large effect.
Table 10 displays the scale intercorrelations for the American Indian males. 
Overall low to moderate intercorrelations were found among the Basic Clinical Scales for 
the American Indian males (mean r = .38; median = .30) and were more similar to the 
normative sample males (mean r = .35; median = .35; Tellegen, et al., 2003). Overall 
moderate intercorrelations among the Restructured Clinical Scales were found for the 
American Indian males (mean r = .53; median = .44) and were more similar to the 
normative sample males (mean r = .44, median = .35). Intercorrelations of the Basic 
Clinical Scales and Restructured Clinical Scales indicate the highest correlations for RCd 
(dem) with CS7 (.72); RC1 (som) with CS1 (.71); RC2 (lpe) with CS2 (.68); RC3 (cyn) 
with CS9 (.32); RC4 (asb) with CS4 (.57); RC6 (per) with CS6 (.62); RC7 (dne) with 
CS7 (.62); RC8 (abx) with CS8 (.60); and RC9 (hpm) with CS9 (.59).
Pearson Product-Moment correlations between the MMPI-2 Basic Clinical Scales 
and the Restructured Clinical Scales with the External Correlates were computed by 
gender for the American Indian outpatient sample.
Table 11 displays the results for the American Indian males. On the Basic Clinical 
Scales, for CS1 (Hypochondriasis), no significant correlations (p<.05) were found. For
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CS2 (Depression), significant correlations were found for Somatic Symptoms (.35) and 
Depression (.39). For CS3 (Hysteria), significant correlations were found for Somatic 
Symptoms (.36) and Agitated (.58). For CS4 (Psychopathic Deviate), a significant 
correlation was found for Depression (.43). For CS6 (Paranoia), a significant correlation 
was found for Delusions (.44). For CS7 (Psychasthenia), significant correlations were 
found for Depression (.44), Pessimistic (-.33), and Introverted (.54). For CS8 
(Schizophrenia), significant correlations were found for Depression (.37), Delusions 
(.41), Intrusive Ideation (.40), and Introverted (.54). For CS9 (Hypomania), significant 
correlations were found for Antisocial (.32) and Criminal Justice Involvement (.28).
Intercorrelations for the Restructured Clinical Scales and the External Correlates 
for the American Indian males are also tabulated in Table 11. For RCd (Demoralization), 
significant correlations were found for Depression (.47), Introverted (.58), and 
Narcissistic (-.50). For RC1 (Somatic Complaints), significant correlations were found 
for Somatic Symptoms (.37), Depression (.29), Suspicious (-.31), and Intrusive Ideation 
(.53). For RC2 (Low Positive Emotions), significant correlations were found for 
Depression (.30), Histrionic (-.39), and Narcissistic (-.41). For RC3 (Cynicism), no 
significant correlations were found. For RC4 (Antisocial Behavior), significant 
correlations were found for Depression (.30), Family Problems (.29), Introverted (-.46), 
and Substance Abuse (.30). For RC6 (Ideas of Persecution), no significant correlations 
were found. For RC7 (Dysfunctional Negative Emotions), significant correlations were 
found for Depression (.42) and Introverted (.56). For RC8 (Aberrant Experiences), 
significant correlations were found for Introverted (.64) and Passive-Submissive (.44).
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For RC9 (Hypomanic Activation), significant correlations were found for Depression 
(.34) and Delusions (.34).
Table 12 displays the results for the American Indian females. On the Basic 
Clinical Scales, for CS1 (Hypochondriasis), a significant correlation was found with 
Pessimistic (-.47). For CS2 (Depression), significant correlations were found for Somatic 
Symptoms (.42), Pessimistic (-.43), and Antisocial (-.44). For CS3 (Hysteria), significant 
correlations were found for Pessimistic (-.50) and Antisocial (-.45). For CS4 
(Psychopathic Deviate), significant correlations were found for Depression (.37) and 
Achievement-Oriented (.57). For CS6 (Paranoia), significant correlations were found for 
Achievement-Oriented (.63), Depression (.35), and Criminal Justice Involvement (-.43). 
For CS7 (Psychasthenia), significant correlations were found for Somatic Symptoms 
(.46), Depression (.37), and Introverted (.61). For CS8 (Schizophrenia), significant 
correlations were found for Somatic Symptoms (.42), Depression (.37), Criminal Justice 
Involvement (-.49), and Introverted (.70). For CS9 (Hypomania), a significant correlation 
was found for Narcissistic (.65).
Intercorrelations for the Restructured Clinical Scales and the External Correlates 
for the American Indian females are also tabulated on Table 12. For RCd 
(Demoralization), significant correlations were found for Somatic Symptoms (.46) and 
Depression (.35). For RC1 (Somatic Symptoms), significant correlations were found for 
Somatic Symptoms (.46) and Delusions (-.43). For RC2 (Low Positive Emotions), 
significant correlations were found for Depression (.38), Pessimistic (-.45), Insecure 
(.47), Delusions (-.45), and Introverted (.68). For RC3 (Cynicism), significant
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correlations were found for Somatic Symptoms (.44) and Passive-Submissive (.48). For 
RC4 (Antisocial Behavior), significant correlations were found for Aggressive (.63), 
Narcissistic (.59), and Substance Abuse (.36). For RC6 (Ideas of Persecution), no 
significant correlations were found. For RC7 (Dysfunctional Negative Emotions), no 
significant correlations were found. For RC8 (Aberrant Experiences), a significant 
correlation was found for Substance Abuse (-.36). For RC9 (Hypomanic Activation), a 
significant correlation was found for Narcissistic (.54).
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Chapter 4: Discussion
The primary question o f this study concerns the appropriateness of the MMPI-2’s 
use with American Indians. This will clearly not be answered with a simple “yes” or “no” 
response. Several secondary questions arise that include the questions of what constitutes 
clinical significance and statistical significance, the validity of the MMPI-2 and other 
measures, and gender differences.
In order for the MMPI-2 to be considered an acceptable tool for this sample 
population, the MMPI-2 would need to meet certain criteria that include: 1) low 
correlations among the Clinical Scales that are similar to the normative sample; 2) low 
intercorrelations among the RC scales (to delineate core features of mental illness 
domains); 3) moderate to high correlations of each RC scale with its Clinical Scale 
counterpart (suggesting that they are measuring similar attributes) and low correlations 
with non-corresponding Clinical Scales; 4) and, the RC Scales and the Clinical Scales 
should have moderate to high correlations with conceptually relevant criteria (External 
Correlates) and low correlations with non-relevant variables. The present study’s 
hypotheses incorporate these criteria.
This discussion section is organized by general findings, followed by a summary 
of specific findings for demographic variables and for each scale, validity of the scales, 
and then a more detailed explanation of how symptom (the External Correlates scales) 
factors are related to the MMPI-2 scales. The discussion section concludes with a 
summary of the current study, implications, and limitations.
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General Findings -  Hypotheses
Based on theory derived from the MMPI-2 normative data, cultural research, and 
clinical experience, elevations were expected on CS4, CS6, CS7, CS8, and CS9. No 
clinically significant elevations (defined as T-score > 65) were found on any of these 
scales in the overall outpatient sample. This is somewhat unexpected, as the current 
sample consisted of clinic patients, while the MMPI-2 normative sample for the Clinical 
Scales was a non-clinical sample.
Based on features of poverty, trauma exposure, unemployment, and low 
educational level (Census, 2000), it was expected that the American Indian outpatient 
sample would have elevated scores on RCd (dem), RC1 (som), RC2 (lpe), RC3 (cyn), 
and RC8 (abx). The Restructured Clinical Scales were developed using a clinical sample 
(inpatient and outpatient) and compared to the Clinical Scale normal sample for internal 
consistency and test-retest reliability. No clinically significant elevations (T-score > 65) 
were found on any of these scales, although examination of the relationship between the 
MMPI-2 scales and the External Correlates ratings using specific demographic subgroups 
offers insight into the symptoms that may contribute to these scales. This lack of 
elevations is somewhat less surprising than the finding for the clinical scales, as the RC 
scales were normed using a clinical population.
General Findings -  Clinical Significance
Clinical significance was defined as a T-score above 65 or 1.5 standard deviations 
from the mean of 50. As noted in the results section, this corresponds to a medium to a 
large effect size. The first analysis was conducted on the total sample o f American
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Indians on the Basic Clinical Scales and the Restructured Clinical Scales. Clinically 
significant elevations were not found on the Basic Clinical Scales or on the Restructured 
Clinical Scales. At first it may seem that the MMPI-2, and the use of the MMPI-2’s 
normative sample, is adequate for this population because no clinically significant 
elevations were evident. This result may be typical of a non-clinical or control sample 
without a reason to obtain services from a mental health clinic. The problem with 
concluding that the MMPI-2 is an adequate measure is that the current sample was 
composed of all the outpatients who completed an MMPI-2 between the years of 1989 
and 2005 (inclusive) at one mental health clinic. It seems that given the extended time 
period for gathering the current MMPI-2 data (17 years), and the fact that nearly every 
participant carried a mental health disorder diagnosis, it would be reasonable to assume 
an elevation would occur on at least one of the 19 MMPI-2 scales (CS and RC total). 
Given this initial result, the MMPI-2 does not appear to provide any preliminary 
diagnostic value or insight into symptoms and personality characteristics for this 
particular sample o f American Indians. In the current study, no clinically significant 
elevations were observed for the overall sample, although when the demographic 
variables were used to divide the total sample into subgroups and examined in 
conjunction with the individual scales (CS and RC) and the external correlates, clinically 
significant elevations occurred within the subgroups, suggesting some variability within 
the total sample.
Previous research findings are inconsistent regarding clinical significant 
elevations and may be a reflection of the populations sampled in each study. Pine (1983)
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compared outpatient obsese and nonobese American Indians and Caucasians and found 
significant ethnic differences on CS9 (American Indians higher elevations). This 
elevation was attributed to the political climate at the time. Without the influence of the 
political climate, Pine’s study is similar to the present study in finding no clinically 
significant elevations on the overall MMPI-2 profile for American Indians. Butcher, 
Braswell, and Raney (1983) conducted a cross-cultural comparison with inpatients and 
suggested that Caucasians were more “pathological-appearing” than the American 
Indians in their sample, lending support to the present study with no overall clinically 
significant elevations.
Clinical Significance and Demographic Variables
When gender was taken into account when evaluating the clinical significance of 
scale elevations, a slight clinically significant elevation (T-score = 65.83) was found on 
Clinical Scale 4 for the American Indian females. For the American Indian males, 
elevations on Clinical Scale approached clinical significance (T-score = 62.87). No 
elevations for either gender occurred on the Restructured Clinical Scales. It is difficult to 
interpret such a slight elevation with any confidence based on all the factors that 
contribute to scale CS4. For a general interpretation, it could be said that American 
Indian females (of this sample) tend to deviate from “normal” behavior related to values 
and standards of society. To consider cultural impacts, it could be that these American 
Indian females have more difficulty with the authority figures (typically non-Native) on 
the Reservation, underachievement in school (high drop out rates on the Reservation for 
Natives), and poor work history (high unemployment on the Reservation) when
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compared to their non-Native women counterparts, and that these differences do not 
occur for the American Indian males. These are just a few of the factors comprising CS4 
that may contribute to an elevation, although many other antisocial-like behavior 
symptoms are also plausible, i.e., excessive use of alcohol/drugs, criminal behavior, poor 
judgment, and hostility.
Statistical Significance of Demographic Variables
It should be noted that clinical significance is a more conservative criterion 
compared to statistical significance. Statistical significance here pertains to within the 
sample group differences, not to tests of the difference between the current samples’ 
mean scores and a T-score value of 50. On the groups constructed from demographic 
variables, statistically significant differences were found on the MANOVA’s conducted 
with the Basic Clinical Scales for Gender (females higher on CS5) and Age (31-35 year 
olds higher than 18-20 year olds on CSO; 31-35 year olds higher than 41-45 year olds on 
CSO). (These results are presented in more detail in Appendix E.) No statistically 
significant differences were found on the omnibus multivariate tests for the groups based 
on Marital Status, Education, Employment Status, Descendent Status, Referral Source, 
Number of Outpatient Visits, Psychiatric Hospitalization, Alcohol Outpatient Treatment, 
or Alcohol Inpatient Treatment.
On the Restructured Clinical Scales, statistically significant differences were 
found on the MANOVA’s conducted with Descendent Status (Descendents higher than 
Tribal Members on RC2 (lpe)), and Number of Outpatient Visits (>20 Visits higher than 
1-5 Visits on RCd (dem); 6-10 Visits higher than 1-5 Visits on RC2 (lpe); >20 Visits
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higher than 6-10 Visits on RC2 (lpe); 6-10 Visits higher than 1-5 Visits on RC4 (asb); 
>20 Visits higher than 1-5 Visits on RC4 (asb)). No statistically significant differences 
were found on the RC Scales for Gender, Age, Education, Employment Status, Referral 
Source, Psychiatric Hospitalization, Alcohol Outpatient Treatment, or Alcohol Inpatient 
Treatment.
To summarize the statistically significant elevations on the Restructured Clinical 
Scales (besides the RC4 (asb) and RC6 (per) scales already discussed), several 
differences occurred within groups constructed from some of the demographic variables. 
For example, the Descendents tend to experience lower levels of positive emotion (RC2: 
readiness to have positive emotional experiences and to engage in activities generating 
these experiences) more so than the Tribal Members, although not enough to be of 
clinical concern because this was not clinically significant. The other groupings based on 
demographic variables with statistically significant elevations concern the Number of 
Visits to the mental health clinic by the participants. Statistically significant elevations 
were found in the groups of individuals with >20 Visits and 1-5 Visits on RCd (dem) and 
RC4 (asb) (>20 was higher on both scales); between 6-10 Visits and 1-5 Visits on RC2 
(lpe) (6-10 was higher); as well as between >20 Visits and 6-10 Visits on RC2 (lpe) (>20 
was higher). These results are not of clinical concern because they are not clinically 
significant. Clinically significant elevations did occur in concert with statistically 
significant elevations for 6-10 Number of Visits on RC4 (asb). Analysis indicates no 
statistical differences between 6-10 Number of Visits and <20 Number of Visits, 
suggesting similarity. A plausible explanation for why clinical and statistical differences
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exist for 6-10 Number o f Visits on RC4 (asb) is offered: For the participants in the 1-5 
Number of Visits group, perhaps the symptoms were not as severe and therapy was 
effective. For the participants with over 5 visits, perhaps the symptoms were more severe 
and more visits were necessary to address the severity of the symptoms, or a higher level 
of care (i.e., inpatient) was needed.
Validity
Due to Hathaway and McKinley’s (1940) empirical construction method o f the 
original MMPI, there were high intercorrelations among the Basic Clinical Scales, and 
these persisted into the MMPI-2. The empirical is constructed scales were developed to 
differentiate between patient and non-patient groups where the mean item responses 
endorsed by the patients compared to the mean item responses by the non-patients were 
determined to differentiate the two groups defined in terms of mental illness domains. 
The sets of items differentiating mental illness domains became known as the Clinical 
Scales. Since several items appeared in more than one domain, high intercorrelations 
resulted among the Clinical Scales. The high intercorrelations rob the Clinical Scales of 
specificity for each mental illness domain, making differential predictions difficult. This 
remains true for the current study with American Indians; with the subgroup of female 
participant overall intercorrelations of the Clinical Scales are somewhat higher compared 
to the MMPI-2 normative sample. For example, overall moderate intercorrelations were 
found among the Basic Clinical Scales for the American Indian females (mean = .49, 
median = .57; see Table 9) and were much higher compared to the normative sample 
females (mean = .39, median = .39; Tellegen, et al., 2003). In contrast, overall low to
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moderate intercorrelations were found among the Basic Clinical Scales for the American 
Indian males (mean = .38, median = .30; see Table 10) and were more similar to the 
normative sample males (mean = .35, median = .35; Tellegen et al., 2003).
A similar pattern was revealed for discriminant validity on the Restructured 
Clinical Scales for gender. The normative sample Restructured Clinical Scale 
intercorrelations were much lower than the American Indian female sample. Overall 
moderate to high intercorrelations were found among the Restructured Clinical Scales for 
the American Indian females (mean = .61, median = .53) and were much higher 
compared to the normative sample females (mean = .47, median = .38). Overall moderate 
intercorrelations were found for the American Indian males (mean = .53, median = .44) 
and were more similar to the normative sample males (mean = .44, median = .35).
It appears that the comorbidity and overlap in mental illness domains is easier to 
delineate with the Restructured Clinical Scales for the American Indian males. Based on 
high intercorrelations on the CS and RC Scales (and the resulting lower levels of 
potential discriminant validity) for the American Indian females, this instrument does not 
delineate between core symptoms as well for the females. For example, for the American 
Indian females, the CS7 and CS8 correlation is .80 and this is similar to the correlation of 
RC7 (dne) and RC8 (abx) (.78). For the American Indian males high correlations 
between CS7 and CS8 (.71) make it difficult to differentiate between neuroticism and 
psychoticism. With Demoralization and high item overlap removed from CS7 and CS8 
on the RC Scales, neurotic and psychotic symptoms are left as core constructs with lower 
correlations (RC7 (dne) correlation with RC8 (abx) = .54), resulting in better discriminant
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validity and predictive ability. In other words, it is optimal to have a high intercorrelation 
of the CS Scales with the RC Scale counterpart because that indicates that the 
corresponding scales are measuring similar attributes. It is desirable to have lower 
intercorrelations among the RC Scales and lower intercorrelations among the CS Scales, 
and this indicates that each scale is measuring a specific core construct of a mental illness 
domain.
In summary, the Basic Clinical Scales and the Restructured Clinical Scales 
provide better discriminant validity for the normative sample and the American Indian 
males, but less so for the American Indian females. In other words, detection of core 
symptoms is better for the American Indian male sample than for the American Indian 
female sample. It appears that the RC Scales are an improvement for the American Indian 
male group in differentiating between mental illness domains. The RC Scales do not 
seem to offer better discriminant validity than the CS Scales for the American Indian 
females in terms of differentiating between mental illness domains.
An interesting finding was that the highest intercorrelation among CS scales for 
the normative sample and for the American Indian males was between CS7 and CS8. The 
CS7 and CS8 correlation for the normative sample males was .84 and the CS7 and CS8 
correlation for the American Indian males was .71. In contrast, the highest correlation for 
the normative sample females was with the CS7 and CS8 (.84), whereas the highest 
correlation for the American Indian females was with the CS1 and CS3 (.89).
Internal validity is evaluated through correlational analysis within and among the 
RC Scales and the Clinical Scales. Higher correlations between each RC Scales and the
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Clinical Scale counterpart indicate higher internal validity, which means that the two 
scales are still assessing the same attribute. For example, the highest correlation is with 
CS1 at .89 for males and .92 for females in the normative sample (Tellegen, et ah, 2003). 
Internal validity was established for several RC Scales with the present study’s American 
Indian outpatient sample (See Tables 9 and 10). RC1 (som), RC2 (lpe), RC4 (asb), RC7 
(dne), RC8 (abx), and RC9 (hpm) had the highest correlation with their Clinical Scale 
counterparts for the American Indian females. RC3 (cyn) and RC6 (per) both had their 
highest correlation with CS9, which is different from either scale’s Clinical Scale 
counterpart. This pattern was consistent with the findings in the normative sample, 
although in the normative sample RC3 (cyn) and RC6 (per) both had the highest 
correlation with CS8. For the American Indian Men, RC1 (som), RC2 (lpe), RC4 (asb), 
RC6 (per), RC7 (dne), RC8 (abx), and RC9 (hpm) had the highest correlations with their 
Clinical Scale counterparts. RC3 (cyn) had the highest correlation with CS9, which is not 
the scale’s Clinical Scale counterpart. The internal validity of the RC Scales appears to be 
slightly better for the American Indian male sample compared to the normative sample 
because in the normative sample RC3 (cyn) and RC6 (per) did not have the highest 
correlations with the Clinical Scale counterparts. In summary, the RC Scales demonstrate 
internal validity for the Clinical Scales, with the exception of RC3 (cyn) and RC6 (per) 
for the American Indian females, and RC3 (cyn) for the American Indian males, 
indicating that the most o f the RC Scales are measuring the same attributes as the Clinical 
Scales.
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External Correlates
External validity of the RC Scales was evaluated using the External Correlate 
measures to test the predictive ability of each scale. For example, in the normative sample 
a rating for Somatic Symptoms has the highest correlation with RC1 (som) and CS1.
Since it was already demonstrated that the RC Scales are measuring the same attributes as 
the Clinical Scales, only the Clinical Scales that do not have high intercorrelations with 
the RC Scale counterpart (CS3 and CS6) will be discussed here in terms of external 
validity using the External Correlates.
High correlations for RC1 (som) and chart-rated Somatic Symptoms were 
observed for both genders in the American Indian sample. This finding indicates that 
RC1 (som) is adequate to detect somatic symptoms as the core symptom for RC1 (som) 
for both genders, although other factors may interact with and combine with 
somaticising. RC1 (som) has the highest correlation with CS1 (measuring similar 
attributes), so we must assume that interpretation of somatic complaints will be similar 
based on both scales. Individuals experiencing significant health problems are likely to 
have elevations on CS1 and RC1 (som), and the higher the score on CS1 and RC1 (som), 
the less likely that physical health problems can alone account for the elevation. For the 
American Indian outpatient sample, clinically significant elevations were not found on 
RC1 (som) (males’ T-score = 54.54; females’ T-score = 57.33) or on CS1 (male’s T- 
score = 55.11; female’s T-score = 57.78). This suggests that the since there were no 
clinically significant elevations on CS1 and RC1 (som), that it is more likely that physical 
health problems can account for symptoms on these scales. The implies that the
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American Indian outpatient sample does not experience physical health problems solely 
as a result of psychological or interpersonal difficulties, but rather experiences physical 
symptoms more likely related to bona fide physical illness. This conclusion may lack a 
firm evidentiary basis, due to the External Correlate measure rating for the Somaticism 
scale. This particular scale had a lower Intraclass Coefficient Correlation indicating that 
perhaps the Somaticism scale of this measure is not a reliable indicator for somatic 
symptoms in this sample.
Other significant ip < .05) correlations with RC1 (som) for the American Indian 
males also occurred for Depression and Intrusive Ideation, as well as a negative 
correlation for Suspiciousness. Attending to these relationships with the External 
Correlates ratings lends interpretative value in regard to reported manifestation of 
physical health problems. A significant correlation of RC1 (som) with Intrusive Ideation 
and Depression suggests that high scores in RC1 (som) may refer to individuals 
consumed with thoughts about poor physical health where the physical health problems 
create ideational (versus somatic) symptoms of depression, such as feelings of sadness 
and hopelessness, self-degradation, and self-harm behavior (factor items of Depression). 
When the individual is experiencing bona fide  physical health problems, he or she may 
be more likely to be proactive and seek out medical care, which corresponds with the 
negative correlation of Suspicious (factor items include difficulty trusting others, 
suspicious, guardedness, difficulty establishing rapport, keeps others at a distance, and 
evasiveness).
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For the American Indian females, a significant negative correlation was found on 
RC1 (som) with Delusions. In contrast to the American Indian males, the females’ 
physical health problems do not seem to create symptoms of Depression; it is possible 
that their perceptions of the physical health problems are realistic, without aspects of 
delusions and paranoia. The American Indian females also had Somatic Symptoms 
significantly correlated with RCd (general unhappiness and sense of failure and 
helplessness) and RC3 (others are untrustworthy, uncaring, and exploiting others).
Examining the other groups based on demographic data, no clinically significant 
elevations occurred; thus we can be somewhat confident in concluding that this finding 
contains no other obvious confounding demographic factors that may influence this 
American Indian outpatient sample’s symptoms associated with RC1 (som).
So, how does this conclusion translate to practical interpretation? Overall, it 
appears that the American Indian outpatient sample experiences bona fide  health 
problems when symptoms are reflected in elevations on RC1 (som), and ideational 
(versus somatic) symptoms of depression that are reflected on the Depression scale, and 
the American Indian males especially are likely to seek medical care (negatively 
correlated with Suspicious scale). When the American Indian male seeks medical care for 
his physical health problems, it would likely be with his primary care physician or 
general practitioner. Since most medical health care on the Reservation generally consists 
of a primary care physician or general practitioner, the first line of mental health 
treatment resides in the medical field where American Indian male patients could 
potentially receive antidepressant medication or be referred for psychotherapy to treat
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depression. It would be beneficial to the American Indian male patient to be screened for 
symptoms of depression when they are evaluated for physical symptoms at the medical 
facility. The American Indian females may also seek out medical care, although have 
much less confidence that they can or will be helped. One approach that is likely to 
benefit the American Indian females is to promote a trusting therapeutic relationship that 
incorporates more than just a typical physician examination. Perhaps a little more time 
could be spent with the American Indian female patient when she presents for medical 
attention. In the long run, this could potentially increase the physical and emotional well­
being of the American Indian female medical patient.
High correlations for RC2 (lpe) and Depression were revealed for both genders in 
the American Indian outpatient sample. This finding indicates that RC2 (lpe) is adequate 
to detect depressive symptoms as the core symptom for RC2 (lpe) for both genders, 
although other factors may interact with and combine with depression, since other 
External Correlates also had high correlations with RC2 (lpe). In the normative sample, 
individuals with elevated scores on RC2 (lpe) report a lack o f positive engagement in 
their lives. Such individuals are at a higher risk for depressive symptoms. RCd (dem) was 
also significantly correlated with Depression, indicating that demoralization (feelings of 
general unhappiness and a sense of failure and helplessness) was one of the driving 
factors or an important component in the depressive symptoms.
For the American Indian males, chart-rated Depression was also significantly 
correlated with RC4 (asb), RC7 (dne), and RC9 (hpm); and, RC2 (lpe) was significantly 
negatively correlated with the Histrionic and Narcissistic scales. Examination of these
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correlations more closely reveals that the profile elevation potentially associated with 
antisocial behavior for RC4 (asb) is also likely to come from Family Problems and 
Substance Abuse. The dysfunctional negative emotions tapped by RC7 (dne) are also 
combined with features of introversion (reflected in this scale’s correlations with the 
Introverted empirical correlates ratings), and the hypomanic activation of RC9 (hpm) is 
also combined with the fact that this scale is associated with the presence of Delusions 
(as rated from the chart). Taken together, the highest correlations of chart-rated 
Depression are with RCd (Demoralization) and RC7 (dysfunctional negative emotions, 
specifically introversion), which are also influenced by Family Problems and Substance 
Abuse (RC4 (asb)). For the American Indian females, significant correlations with 
External Correlate measures (including Depression) were found for RC2 (lpe) with the 
rating scales of Insecure and Introverted, as well as significant negative correlations with 
Pessimistic and Delusions. A significant correlation was also found between RC2 (lpe) 
and RCd (dem). Taken together, this suggests that the American Indian females 
experience demoralization (general unhappiness and the sense o f failure and 
helplessness) that predisposes them to depression. Based on discussion of RC 1 (som) 
somatic symptoms and that the American Indian females in this sample may lack 
confidence that they can or will be helped, Depression guides the way toward feeling 
inferior, feeling oversensitive to criticism, social awkwardness, and passivity. Due to the 
low Intraclass Correlation Coefficient found for the Pessimistic External Correlate 
measure rating, the negative significant correlations of RC2 (lpe) with Pessimistic can not 
be interpreted with confidence. The negative significant correlation of RC2 with the
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Delusion External Correlate measure rating may simple imply that depressive symptoms 
and psychotic symptoms are mutually exclusive symptoms.
The highest RC3 (cyn) correlation is not with its Clinical Scale counterpart of 
CS3, but with CS9 for both American Indian genders. Elevations on RC3 (cyn) are 
conceptualized as reflecting an individual who feels that others are untrustworthy, 
untruthful, uncaring, looking out only for themselves, and exploiting others. In contrast, 
low scores on RC3 (cyn) suggest an individual who may be naive, gullible, and overly 
trusting of others. Since RC3 (cyn) does not correlate highly with CS3 and it is not clear 
what attributes are being measured, we cannot confidently make this interpretive 
assumption. There were no clinically significant elevations on RC3 (cyn) for either 
gender in the American Indian outpatient sample, so External Correlates need to be 
examined to determine symptoms that influence RC3 (cyn) in this sample.
The American Indian males did not have any significant correlations between 
RC3 (cyn) and the External Correlates, resulting in no clear indication of symptoms that 
influence RC3 (cynicism).
In the American Indian females RC3 (cyn) had a significant correlation with 
Somatic Symptoms and the Passive-Submissive scale. This works in concert with the 
interpretation offered for RC2 (lpe), where the American Indian females may experience 
somatic symptoms, although the External Correlate rating of Passive-Submissive 
(submissive in relationships, overly compliant, unable to express negative feelings) likely 
adds more to the interpretation. On the Intraclass Correlation Coefficient, the Somatic
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Symptoms External Correlation scale had low inter-rater reliability, and confidence 
cannot be ascertained as to its influence on RC3 (cynicism).
Using this External Correlate rating, we will go beyond the realm of the medical 
facility and incorporate another scenario. Looking at traditional American Indian 
relationships may put in perspective of how these correlations can be an artifact of 
previously more adaptive characteristics. Definitions of submissive also include terms 
such as obedient, compliant, and dutiful (not necessarily negative attributes). If a whole 
community is to survive, then there must be some sort of order where people work 
together with the idea that obedience is encouraged, and disobedience is discouraged or 
punished; compliance with what one should do for the good of the community (collective 
society) and not necessarily what you want to do; being dutiful in doing your share, again 
for the good of the community. These behaviors do not promote the success of the 
individual, but rather the success of the community. Since the traditional sense of 
community may have changed somewhat with greater assimilation, these “submissive” 
attributes probably do not serve the individual well. It could be that American Indian 
females are submissive, as well as Insecure and Introverted (as discussed earlier), where 
they feel inferior and overly sensitive to criticism. These factors, coupled with the 
experience of Somatic Symptoms, can suggest that psychological factors are responsible 
for physical health problems. This is in direct contradiction to what was stated previously 
about American Indian females, that the physical health problems are to be taken at face 
value and not attributed to psychological factors. How do we sort this out? Since RC3 
(cyn) does not correlate well with the Clinical Scale counterpart (CS3), we cannot assume
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that RC3 (cyn) is measuring the same attribute. So, the stronger evidence lies in the 
earlier interpretation that has a stronger theoretical basis for stating that the American 
Indian females’ physical health problems should be taken at face value and that the 
physical health problems do not stem from psychological factors.
Results indicate that RC4 (asb) had the highest correlations with CS4 for both 
genders in the American Indian outpatient sample, indicating they are measuring similar 
attributes. The overall sample did not have any clinically significant elevations, although 
when Marital Status, Education Level, and Alcohol Outpatient Treatment were 
considered, several clinically significant elevations occurred in subgroups, and these will 
be addressed in the interpretation.
For the American Indian males, RC4 (asb) was significantly correlated with the 
External Correlate ratings for Depression, Family Problems, and Substance Abuse, as 
well as showing a significant negative correlation with Introverted. For the American 
Indian females, RC4 (asb) was significantly correlated with the External Correlate ratings 
of Aggressive, Narcissistic, and Substance Abuse. RC4 (asb) taps into antisocial behavior 
and related family conflict without the confounds of demoralization and subtle, or non­
related items that are present on CS4. Since RC4 (asb) focuses on antisocial-like 
behaviors and related family conflict, the External Correlates appear to reflect RC4 (asb) 
attributes accurately. According to the RC monograph, RC4 (asb) attributes include 
aggression, being antagonistic and angry, argumentative, lying, cheating, having 
difficulty conforming to societal norms, legal difficulties, substance abuse, sexual acting 
out, conflictual family relationships, and poor achievement. The clinically significant
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External Correlates for the American Indian males (Family Problems and Substance 
Abuse) and for the American Indian females (Aggressive, Narcissistic, and Substance 
Abuse) do fit nicely with the behaviors associated with RC4 (asb). In terms of Education 
Level, clinically significant elevations occurred for those with less than a high school (or 
GED) education and with those in the Unknown category. For a general interpretation, 
we can make the statement that those individuals that exhibit antisocial behaviors are 
more likely to be those with less than a 12th grade education. This is an extremely 
important finding since 32% of the sample has less than a 12th grade education (not 
including the 6 individuals in the Unknown Education Level category). The Reservation 
has a history of high drop out rates, and this is likely also reflected in this sample. Even 
though antisocial behavior and education level are related, it would be erroneous to 
conclude that one causes the other. The overall sample also showed a relationship of 
elevations on this scale with Outpatient Alcohol Treatment, which indicates that some of 
the related behaviors may be associated with substance use/abuse. There has been a 
successful Alcohol Treatment Program, although funding is variable. It is difficult to 
conclude that this is the current trend on this Reservation because the MMPI-2’s 
examined cover the years from 1989 through 2005. With increased funding and more 
staff over the years for the Alcohol Treatment Program and increased enrollment and 
graduation rates of American Indians at the Tribal High School (and the public schools as 
well), we would expect that some problematic behaviors might well also decrease.
RC6 (per) was significantly correlated with the Clinical Scale counterpart CS6 for 
the American Indian males and significantly correlated with CS9 for the American Indian
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females. RC6 (per) and CS6 are measuring similar attributes for the American Indian 
males, but not for the American Indian females, so the males will be discussed first.
For the American Indian males, RC6 (per) did not have any significant 
correlations with the External Correlates measures. Interpretative guidelines suggest that 
when T-scores fall between 60 and 70, this reflects a relatively adaptive, heightened 
energy level. Given these results, this appears to be the case for the American Indian 
males.
For the American Indian females, RC6 (per) did not show any significant 
correlations with the External Correlate measures either. Since RC6 (per) and CS6 are not 
highly correlated, it cannot be ascertained what the relevance is of this lack of significant 
correlations with the External Correlate measures.
RC7 (dne) had the highest correlation with the Clinical Scale counterpart CS7, 
indicating that they are measuring similar attributes. There were no clinically significant 
elevations on this scale when analyses were conducted with subgroups based on the 
demographic data. For the American Indian males, RC7 (dne) had significant correlations 
with External Correlates measures Depression and Introverted. In the normative sample 
and the American Indian males, RC7 (dne) is also highly correlated with RCd (dem), 
indicating associated general unhappiness and feelings of helplessness and increased risk 
for developing anxiety disorders. Since the CS7 items focusing on generalized 
unhappiness have been moved to RCd (dem), symptoms of anxiety, irritability, and 
sensitivity are more evident as core constructs of RC7 (dne). With the high correlation of 
RC7 (dne) with RCd (dem), there is support for an interpretation that general unhappiness
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and feelings of helplessness (demoralization) can be manifested as irritability and 
aversive reactivity. This finding suggests that for the American Indian males, depression 
also accompanies the tendency to ruminate or worry, perceive negative appraisals when 
none are offered, experience excessive guilt and insecurity, and become preoccupied with 
self-perceived failures. No significant correlations were found with the External 
Correlates scales of Hallucinations, Delusions, Intrusive Ideation, Argumentative, or 
Family Problems, ruling out associations with symptoms consistent with psychosis and 
other symptoms that can also lead to elevations on RC7 (dne) and RC8 (abx). These 
results suggest that internal distress and social alienation tend to drive the symptoms 
associated with RC7 (dne). RC7 (dne) was addressed in the discussion of RC2 (lpe) and 
an example o f how the interplay of these factors may be envisioned in this population on 
a personal level (see previous discussion of RC2 (lpe)). Even though there were no 
clinically significant elevations on RC7 (dne), the symptoms associated with RC7 (dne) 
may be an underlying factor to pay attention to as a contributor as depression symptoms 
increase.
To examine how this may be manifested on a community level, the External 
Correlates measures of Depression and Introverted could be reactions to specific items in 
RC7 (dne):
“I have often felt strangers were looking at me critically.”
“I am so touchy on some subjects that I can’t talk about them.”
“I feel anxiety about something or someone almost all the time.”
“I have been afraid of things or people that I knew could not hurt me.”
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“I am bothered by people outside, on the streets, in stores, etc., watching me.”
“Several times a week I feel as if something dreadful is about to happen.”
In some American Indian Tribes, including the Tribes in this study, economic and 
cultural exploitation, genocidal practices, and oppression from non-Native people form 
the foundation for lack of trust and result in real and potential events that produce 
feelings that could lead to endorsing items on RC7 (dne), and potentially lead to 
Demoralization.
For the American Indian females, RC7 (dne) had no significant correlations with 
the External Correlate measures, although it was highly correlated with RCd (dem). This 
finding suggests that the American Indian females scoring higher on RC7 are more likely 
to experience demoralization (general unhappiness) than dysfunctional negative emotions 
such as underlying anxiety, irritability, rumination, and worry. In other words, the high- 
scoring American Indian females are at risk for developing depression more so than 
developing anxiety disorders. Note that these disorders can often be co-morbid.
The highest correlation for RC8 (abx) was with CS8 for both American Indian 
genders. No clinically significant elevations were found in the subgroups based on the 
demographic data for either gender. For the American Indian males, significant 
correlations were found on External Correlates scales of Introverted and Passive- 
Submissive. Correlations with External Correlates suggesting psychotic experiences are 
not present, so the impaired reality testing resides within the symptoms associated with 
the Introverted and Passive-Submissive scales (passive/submissive in relationships, 
overly compliant, unable to express negative feelings). In this case, it seems that
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symptoms related to the Introverted and Passive-Submissive scales are more salient for 
RC8 (abx) and not aberrant (psychotic) experiences. These results suggest that internal 
distress and social alienation tend to drive symptoms associated with RC8 (abx). Again, 
clinically significant elevations are lacking on this scale, and the External Correlates offer 
insight into the potential contributing factors of impaired reality testing.
For the American Indian females, a significant negative correlation was found 
between RC8 (abx) and External Correlate scale Substance Abuse. Resolving this 
interesting finding is difficult based on the available information, although two theories 
are offered. One theory is that these two sets of symptoms are mutually exclusive. The 
other theory is that perhaps substance abuse medicates away psychotic symptoms. A 
similar finding was reported earlier with the Depression and Delusions External Correlate 
scale for the American Indian females.
RC9 (hpm) had the highest correlation with the Clinical Scale counterpart CS9 for 
both American Indian genders. CS9 was also highly correlated with RC3 (cyn) for the 
American Indian males and with RC3 (cyn) and RC6 (per) for the American Indian 
females.
For the American Indian males, RC9 (hpm) had significant correlations with 
External Correlates scales Depression and Delusions. One of the core symptoms of 
depression is psychomotor retardation, so it does not makes sense that hypomanic 
behavior of RC9 (grandiose self-view, general excitation, sensation seeking, decreased 
need for sleep, racing thoughts) would correlate with depression (sad, self-degradation,
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sleep disturbance, feelings of hopelessness, fatigue), unless a general property of 
affective disorder or the bipolar aspect of bipolar disorder is being tapped.
For the American Indian females, RC9 (hpm) had a significant correlation with 
Narcissistic. This is consistent with the some of the core symptoms that include high 
self-regard and grandiose self view. RC6 (per) (victimized by outside forces, mistreated, 
difficulty forming trusting relationships) and RC3 (people are untrustworthy, untruthful, 
uncaring, look out only for themselves, exploit others) can be viewed as reasonable 
contributors to Narcissistic characteristics, which may actually serve as protective factors. 
Presented here is a plausible, and perhaps common, scenario. An American Indian female 
may reside on the Reservation where discriminatory practices against Native people by 
non-Native people are the norm. On this particular Reservation, the Native people are the 
minority and historical racism does not just remain with past history. Exploitation of 
American Indians also continues into present day. For example, this particular Tribe 
receives dividend payments based on revenue generated by Tribal resources (timber, 
power generation). Recipients o f the dividend payment often complain that purchases 
made during that time are defective, or they feel they did not receive a product worth 
what was paid. Many Tribal people do not own vehicles, and the dividend payment may 
be used to purchase a used car, or perhaps invested in a chain saw for seasonal self- 
employment. The car will only run for a week and the chain saw was definitely on its last 
legs. Scenarios such as these are not all that uncommon on this Reservation, so it is 
possible that the American Indian females may feel victimized/mistreated, and that
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people are untrustworthy. These feelings would typically be directed toward non-Natives, 
although the results do not address this.
Summary
The main findings of the current study are that the MMPI-2 Clinical Scales and 
Restructured Clinical Scales are measuring the similar attributes in this sample (except 
for RC3 (cyn) and RC6 (per) for the females and RC3 (cyn) for the males), and that 
detection of core symptoms is better for the American Indian males than for the 
American Indian females.
Based on the characteristics of the outpatient sample (i.e., younger and less 
educated than the normative sample) and lack of clinically significant elevations for the 
Clinical Scales and the Restructured Clinical Scales, initially it does not appear that the 
MMPI-2 is an adequate instrument to assess psychopathology and symptoms. A closer 
examination through analysis of the demographic variables and the External Correlates 
reveals that the MMPI-2 can be a useful tool in determining factors that contribute to 
psychopathology and distress.
Results of the subgroup analyses based on demographic variables indicate a 
clinically significant elevation occurred on RC4 (antisocial behavior). Those groups 
reporting clinically significant antisocial behavior symptomology consisted of people 
between the ages o f 18 and 20 years old, those who have less than a high school 
education, those who have been in an outpatient alcohol treatment program, or who 
participated in less than 6 outpatient visits to the mental health facility.
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The External Correlates scales offer insight into how treatments can address 
antisocial behavior symptoms. Symptoms related to the External Correlate scales of 
Family Problems and Substance Abuse are the core features that are associated with scale 
scores suggestive of antisocial behavior for the American Indian males and symptoms 
related the External Correlate scales of Aggressive, Narcissistic, and Substance Abuse for 
the American Indian females. Treatment recommendations for this subgroup are to 
continue to stress education and alcohol treatment on the Reservation, but to also 
incorporate psychotherapy that focuses on decreasing family conflict, anger management, 
and symptoms of depression. Successful treatment requires that all 3 strategies must be 
employed simultaneously in order to attack the factors that contribute to potential 
antisocial behavior. It seems that the education system, the Tribal Court, the Alcohol 
Treatment Program, and Tribal Mental Health need to coordinate efforts to initiate an 
effective program.
The other main finding o f the External Correlates is related to depression and 
anxiety. Demoralization is a pervasive element for both American Indian genders, 
although perhaps resiliency protects this group from most clinically significant 
psychopathology. Depression and anxiety are the most salient symptoms and are 
addressed by gender.
The American Indians of this outpatient sample experience bona-fide physical 
health problems that do not seem likely to be psychosomatic in nature. The males are 
more likely to seek medical care, although it is recommended that they be screened for 
depression based on the increased risk of developing depressive symptoms created by
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physical health problems. Results indicate that depression also accompanies features 
consistent with anxiety-related disorders.
The females may not be likely to seek medical care based on their lack of trust 
and perception that they cannot or will not be helped. It is recommended that a trusting 
and more therapeutic relationship be developed in the context of the medical health 
treatment facility to promote the physical and emotional well-being of the American 
Indian female patient. The American Indian female patients experience demoralization 
that may predispose them to depression. They may be at less risk for anxiety, perhaps due 
to the protective factor revealed as Narcissistic characteristics (External Correlate). Even 
though forming trusting relationships is difficult based on past victimization (i.e., 
discrimination, oppression), it appears that narcissistic features may help buffer against 
personal attack. General unhappiness and feelings of helplessness (Demoralization) 
increase risk for depression, although she may not ruminate, experience excessive guilt, 
or become preoccupied with self-perceived failures (Anxiety) because of firm high self- 
regard.
The MMPI-2 Clinical Scales and the Restructured Clinical Scales do not offer a 
picture of overall psychopathology for the American Indian outpatient sample, although 
the Restructured Clinical Scales do offer a promising avenue for detecting core symptoms 
on an individual basis. As always, interpretation must also consider the individual’s 
background, belief system, and adaptive coping skills.
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Limitations
The present study addresses some of the research design limitations of the 
previous research using the MMPI-2 with American Indians. Previous research found 
elevations on the various original Clinical Scales, and the lack of clinically significant 
elevations with the present study may be reflective of addressing these research design 
limitations. The sample size was relatively high due to access to complete mental health 
files from one American Indian Reservation. American Indian tribal membership is 
clearly defined as Tribal Health beneficiaries where each participant is a member o f the 
Tribe or a direct descendent. The sample in the present study is not a captive group (such 
as from a prison or an inpatient psychiatric facility), but is an outpatient sample, 
representing a more realistic application of the MMPI-2. Using external correlates with 
an outpatient sample examines how well the data fit the MMPI-2 model of 
psychopathology, rather than using the model as a template over the data.
Although the present study addresses some of the limitations of previous research, 
it still contains limitations of its own. One such limitation is that the results of the present 
study cannot be generalized to other Tribal groups. Each Tribal group is unique in 
history, societal standards, customs, and traditions, which all impact how symptoms are 
manifested and interpreted. The present study is a snapshot of this one set of Tribal 
groups and descendents during the years 1989 through 2005 and cannot be generalized to 
represent these Tribal groups in the future (i.e., 20 years from now). For example, if 
education levels increase and employment opportunities are more abundant, it is likely
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that the contributing external correlate configuration may change and other disorders may 
emerge or be manifested in other ways.
Another limitation is that the MMPI-2’s were completed at a Tribal Mental Health 
facility where often the administrator was not tribally affiliated, and some participants 
may have altered their responses enough to influence the results, but not enough to 
invalidate their profiles.
This is not necessarily a limitation, but it is important to note key demographic 
differences between the normative sample and the American Indian outpatient sample.
For American Indian sample was overall a much younger population, with 12% under 20 
years old compared to 2% in the normative sample. Only 3% of the American Indian 
sample was over 50 years old compared to 29% in the normative sample. The educational 
level of the American Indian sample was also considerably different from the normative 
sample. The American Indian sample had 30% of the total sample with less than a high 
school education (those with a GED being considered equivalent to high school), whereas 
the normative sample had 5% with less than a high school education. Only 3% of the 
American Indian sample had a college education compared to 46% of the normative 
sample. The American Indian sample was clearly much younger and less educated than 
the normative sample.
It should be noted that level of acculturation was not examined in the present 
study and may have been a contributing factor to the lack of clinically significant 
elevations in the overall sample. Data were derived from archival chart review and 
acculturation information was not available from this source. Hoffman, Dana, and Bolton
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(1985) and Smith-Zoeller (2003) suggest that acculturation is a factor that increases the 
likelihood of elevations on CS4, CS6, CS8, and CS9. The Tribal sample in this study may 
be more acculturated to mainstream society due to local historical features. The major 
Tribes in the present study have been immersed in mainstream society and somewhat 
removed from original tribal customs and traditions. For example, the reservation was 
opened to Caucasian homesteaders in 1910 and boarding schools for American Indian 
children were established in the late 1800’s. During this time period, the American 
Indians of this reservation were punished for speaking their traditional language and 
practicing traditional customs and ceremonies. Acculturation to mainstream society was 
forced. In the 1970’s, there was a great effort by the tribal people to reclaim their 
traditional language and customs, and it seems to have survived. Given this, historical 
forced acculturation may have residual effects and is likely reflected in the present study 
with MMPI-2 profiles more similar to the normative sample in terms o f the lack of 
clinically significant elevations.
Conclusion
The purpose of the present study was to offer a contribution to the sparse 
literature base of research with the MMPI-2 and American Indians. Previously, there 
were 17 empirical articles with American Indian participants published since the MMPI 
was developed in 1943. Now there are 18. The present study is the first of, and hopefully, 
many that will be conducted with the MMPI-2 Restructured Clinical Scales to assess the 
utility of this measure with American Indians in examining symptoms and personality 
characteristics. Since the MMPI-2 is routinely administered to American Indians serviced
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by the Indian Health Service, this is an important measure to evaluate if  it is to be used 
for diagnostic and treatment purposes pertaining to mental health. Previous research on 
the MMPI-2 with American Indians had inconsistent results and many limitations, of 
which some were addressed in the present study. Major limitations were that the previous 
research samples were primarily captive populations, i.e., from prisons, psychiatric 
institutions, and penal institutions, or used a sample with specific disorders as 
participation criterion, i.e., obesity, alcohol use/abuse, and batterers. The present study 
was conducted with an outpatient sample with the idea that the results would have 
practical implications for this sample population with a wide array of symptoms and 
disorders.
The overall results of the Basic Clinical Scales and the Restructured Clinical 
Scales did not reveal any clinically significant elevations, although when the 
demographic subgroups were examined, relevant clinically significant elevations 
emerged offering some insight into demographic risk factors for mental illness domains. 
Examination of the External Correlates was instrumental at discovering specific 
symptoms that drive the clinically significant elevations for mental illness domains.
In terms of the utility of the MMPI-2 with the present study’s sample, four criteria 
were set forth in this study to determine the acceptability o f the MMPI-2 with American 
Indians. The first criterion that the correlations among the Clinical Scales should be 
similar to the normative sample was met with the American Indian males, suggesting that 
the Basic Clinical Scales offer some usefulness for American Indian males. The Basic 
Clinical Scales’ high intercorrelations among the scales for the American Indian females
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lend less discriminant or predictive ability. The second criterion set forth required low 
intercorrelations among the RC scales to delineate core features of mental illness 
domains. The Restructured Clinical Scale intercorrelations revealed a similar pattern as 
the Clinical Scales, again suggesting that the utility of the MMPI-2 is acceptable for this 
population, more so for the American Indian males than for the American Indian females. 
Overall, the Basic Clinical Scales and the Restructured Clinical Scales provide more 
valid information for the American Indian males than for the American Indian females. 
The third criterion was that the RC Scales should have moderate to high correlations with 
its Clinical Scale counterpart, suggesting that they are measuring similar attributes. The 
pattern of correlations found in the current study was similar to the pattern found in the 
normative sample, although correlations of the American Indian males were stronger than 
for the normative sample and stronger than for the American Indian females.
The External Correlates provided information about symptoms that influence 
specific mental illness domains. This meets the fourth criterion set forth for determining 
the utility of the MMPI-2 in the current study’s American Indian outpatient sample. In 
the present study, some External Correlate scales appeared to offer some insight into the 
MMPI-2 scales while others prompted more questions about using the MMPI-2 for 
evaluating mental illness domains and symptoms.
Based on the four criteria set forth it appears that overall, the MMPI-2 is an 
acceptable assessment tool for this sample population, although interpretation needs to be 
done with extreme caution. When interpreting the MMPI-2, several factors need to be 
considered. The normative data should not be the only gauge in determining diagnosis,
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treatment strategies, or dysfunctional symptoms. Cultural background, gender, 
educational level, and age of the patient need to be considered for interpretation.
R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
91
References
Arbisi, P. A., Ben-Porath, Y. S., & McNulty, J. L. (2003). MMPI-2 empirical correlates 
in inpatient psychiatric settings. Unpublished manuscript.
Bernstein, I. H., Teng, G., Grannemann, B. D., & Garbin, C. P. (1987). Invariance in the 
MMPI’s component structure. Journal o f  Personality Assessment, 51(4), 522-531.
Block, J. (1965). The challenge o f  response sets: Unconfounding meaning, acquiescence, 
and social desirability in the MMPI. East Norwalk, CT, US: Appleton-Century- 
Crofts.
Bogyo, G. R. (1998). Social isolation and community connectedness among adjudicated 
spousal assaulters in northern British Columbia, Canada. Dissertation 
International: Section B: The sciences & engineering, 59, 2412.
Bryde, J. F. (1970). The Indian student: A study o f  scholastic failure and personality 
conflict. Vermillion: University of South Dakota Press.
Bull, R. W. (1976). A tri-racial MMPI study. Unpublished Master’s Thesis, University of 
North Carolina.
Butcher, J. N., Braswell, L., & Raney, D. (1983). A cross-cultural comparison of 
American Indian, Black, and White inpatients on the MMPI and presenting 
symptoms. Journal o f  Consulting and Clinical Psychology, 51(4), 587-594.
Butcher, J. N. (2000). Basic Sources on the MMPI-2. Minneapolis: University of 
Minnesota Press.
R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
92
Butcher, J. N., Graham, J. R., Ben-Porath, Y. S., Tellegen, A., Dahlstrom, W. G., & 
Kaemmer, B. (2001). Manual for administration, scoring, and interpretation. 
Revised edition. Minneapolis: University o f Minnesota Press.
California State Department of Education (1982). American Indian education handbook.
Superintendent of Public Instruction (pp. 25-32). Sacramento.
Census 2000 American Indian and Alaska Native Summary File (AIANSF).
http://census.gov. Retrieved October 17, 2004.
Chance, N. A. (1962). Conceptual and methodological problems in cross-cultural health 
research. American Journal o f  Public Health, 52(3), 410-417.
Cicchetti, D. V., & Sparrow, S. S. (1981). Developing criteria for establishing interrater 
reliability of specific items: Applications to assessment of adaptive behavior. 
American Journal o f  Mental Deficiency, 86, 127-137.
Edwards, A. (1957). The social desirability variable in personality assessment and 
research. New York: The Dryden Press.
Evans, D. A. (1985). Psychotherapy and Black patients: Problems of training, trainees, 
and trainers. Psychotherapy, 22(2), 457-460.
Forey, W. F. (1997). MMPI-2 dissimulation with an American Indian sample.
Dissertation Abstracts International: Section B: The sciences & engineering, 58, 
2746.
Graham, J. R. (2000). MMPI-2: Assessing personality and psychopathology (3rd Ed.) 
New York: Oxford University Press.
R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
93
Graham, J. R., Ben-Porath, Y. S., & McNulty, J. L. (1999). MMPI-2 correlates for
outpatient community mental health settings. Minneapolis, MN: University of 
Minnesota Press.
Greene, R. L., Robin, R. W., Albaugh, B., Caldwell, A., & Goldman, D. (2003). Use of 
the MMPI-2 in American Indians: II. Empirical correlates. Psychological 
Assessment, 15(3), 360-369.
Grog, G. N. (1991). Origins of DSM-I: A study in appearance and reality. American 
Journal o f  Psychiatry, 148(4), 421-431.
Hathaway, S. R. & McKinley, J. C. (1940). A multiphase personality schedule
(Minnesota): I. Construction o f the schedule. Journal o f  Psychology, 10, 249-254.
Hoffman, T., Dana, R. H., & Bolton, B. (1985). Measured acculturation and MMPI-168 
performance of Native American adults. Journal o f  Cross-Cultural Psychology, 
16(2), 243-256.
Kline, J. A., Rozynko, V. V., Flint, G., & Roberts, A. C. (1973). Personality
characteristics of male Native American alcoholic patients. The International 
Journal o f  the Addictions, 8(4), 729-732.
Lacey, K. (2004). The Minnesota Multiphasic Personality Inventory -  revised (MMPI-2): 
Extending American Indian norms. Dissertation Abstracts International, 65,
1062.
Landis, J. R. & Koch, C. G. (1977). The measurement of observer agreement for 
categorical data. Biometrics, 33, 159-174.
R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
Lapham, S. C., Skipper, B. J., Owen, J. P., Kleyboecker, K., Teaf, D., Thompson, B., & 
Simpson, G. (1995). Alcohol abuse screening instruments: Normative test data 
collected from a first DWI offender screening program. Journal o f Studies on 
Alcohol, 56(1), 51-59.
Matchett, W. F. (1972). Repeated hallucinatory experiences as part o f the mourning 
process among Indian women. Psychiatry, 35, 185-194.
Page, R. D. & Bozlee S. (1982). A cross-cultural MMPI comparison of alcoholics. 
Psychological Reports, 50(2), 639-646.
Peltz, M., Merskey, H., Brant, C., Patterson, P. G., & Haseltine, G. F. (1981). Clinical
data from a psychiatric service to a group of Native people. Canadian Journal o f  
Psychiatry, 26, 345-348.
Peniston, E. G. & Burns, T. R. (1980) An alcoholic dependency behavior inventory for 
Native Americans. White Cloud Journal, 1(4), 11-15.
Pine, C. J. (1983). Obese and non-obese American Indian and Caucasian performance on 
the Mini-Mult MMPI and I-E Scale. Journal o f  Clinical Psychology, 39, 251-256.
Pollack, D. & Shore, J. H. (1980). Validity of the MMPI with Native Americans. 
American Journal o f  Psychiatry, 137, 946-950.
Robin, R. W., Greene, R. L., Albaugh, B., Caldwell, A., & Goldman, D. (2003). Use of 
the MMPI-2 in American Indians: I. Comparability of the MMPI-2 between two 
tribes and with the MMPI-2 normative group. Psychological Assessment, 15(3), 
351-359.
R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
Sellbom, M., Ben-Porath, Y., & Graham, J. R. (2006). Correlates o f the MMPI-2
Restructured Clinical (RC) Scales in a college counseling setting. Journal o f  
Personality Assessment, 86, 89-99.
Shen, W. (1986). The Hopi Indians’ mourning hallucination. Journal o f  Nervous and 
Mental Disorders, 74, 365-367.
Shrout, P.E. & Fliess, J. L (1979). Intraclass correlations: Uses in assessing rater 
reliability. Psychological Bulletin, 86(2), 420-428.
Silk-Walker, P., Walker, R. D., & Kivlahan, D. (1988). Alcoholism, alcohol abuse, and
health in American Indians and Alaska Natives. American Indian & Alaska Native 
Mental Health Research, 1, 65-83.
Smith-Zoeller, M. A. (2003). MMPI-2 subscale 8 responses and Native American 
traditional worldview: Is there a relationship? Dissertation Abstracts 
International: Section B: The sciences & engineering, 63, 3939.
Sue, D. W. (1991). Barriers to effective multicultural counseling, cultural/racial identity 
development, and culture specific strategies in counseling: A three part lecture 
series with Deraid Wing Sue [video]. Microtraining Associates, Inc., Box 641, 
North Amherst, MA 01059.
Tellegen, A., Ben-Porath, Y. S., McNulty, J. L., Arbisi, P. A., Graham, J. R., &
Kaemmer, B. (2003). The MMPI-2 Restructured Clinical (RC) Scales: 
Development, validation, and interpretation. Minneapolis: University of 
Minnesota Press.
R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
Venn, J. (1988). MMPI profiles of Native-, Mexican-, and Caucasian-American male 
alcoholics. Psychological Reports, 62, 427-432.
Weiner, D. N. (1948). Subtle and obvious keys for the MMPI. Journal o f Consulting 
Psychology, 12, 164-170.
Welsh, G. S. (1956). Factor dimensions A and R. In G.S. Welsh & W. G. Dahlstrom
(Eds.), Basic Readings on the MMPI in psychology and medicine (pp.264-281). 
Minneapolis: University of Minnesota Press.
R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
97
Appendix A. Exclusion Criteria used to eliminate invalid MMPI-2 profiles.
Key validity scales used as exclusion criteria to eliminate invalid MMPI-2 profiles 
following deletion of the subtle in the RC Scale development.
1. Cannot Say (CNS) > 30 on the 1st half of MMPI-2 profile, or > 10 on any one 
scale
2. Variable Response Inconsistency (VRIN) > 80
3. True Response Inconsistency (TRIN) > 80
4. Infrequency (F) and Infrequency/pathology (F(p)) >100
F is sensitive to pathology and malingering
F(p) takes pathology out and indicates patient is malingering
5. Backside Infrequency (Fb) >110
6. Lie (L) > 80
Indicates patient presents self as virtuous, good person, exaggeration
7. Correction (K) >75
Indicative of under-reporting and defensiveness, denial of symptoms or 
problems
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Appendix B
DATA SHEET FOR MMPI-2
Code Num ber  Age at time of MMPI-2 completion
VALIDITY SCALES (exclusion criteria^
CNS (>30 on 1st half, or > 10 on any 1 RC scale) _________
T-Scores
VRIN (>80) _________  TRIN (>80)
F (>100) _________  F(p) (>100)
Fb (>110) _________  L (>80)
K (>75) _________
CLINICAL SCALES RC SCALES
Raw Score T-Score' Raw Score Cannot Say
(CNS)
l(Hs) _________    RCD___________  _________
2(D)     RC1 _________  _________
3(Hy) _______    RC2 _________  _________
4(Pd) _________    RC3 _________  _________
5(Mf) _________    RC4 __________ _________
6(Pa) _________    RC6 _________  _________
7(Pt) _________    RC7 _________  _________
8(Sc)     RC8 _________  _________
9(Ma) _________    RC9 __________ _________
0(Si) _________  _________
OTHER SCALES
Es _________  _________  MAC-R _________  _________
AAS APS
R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.
Appendix C.
DEMOGRAPHIC INFORMATION
1. Code Num ber:_____
2. Gender: Male_______
Fem ale_____
3. Marital Status: Single
Married
Divorced
Widowed
Other
UK
4. Education Level: Elementary
9th Grade 
10th Grade 
11th Grade 
High School 
GED
Some College 
College Grad 
4 Yrs. +
Other
UK
5. Employed: Yes 
No 
UK
6. Tribal Affiliation:____
7. Descendent: Yes
No
UK
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8. Referral Source: MMPI-2
Voluntary
Physician
Court Ordered
ATP
Other
UK
11. Psychiatric Hospitalization:
12. Alcohol Treatment Inpatient
9. Diagnosis at MMPI-2 completion:
10. Number of Outpatient Visits: 0-5
6-10
11-20
>20
UK
Yes
No
UK
Yes
No
UK
13. Alcohol Treatment Outpatient Yes
No
UK
Initial
Voluntary 
Physician 
Court Ordered 
ATP ’
Other 
UK
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Appendix D
CHART REVIEW FORM  
EXTERNAL CORRELATES
SOMATIC SYMPTOMS Circle one
1. Preoccupied with health 
problems
0 1 2 3 I/I
2. Multiple somatic complaints 0 1 2 3 I/I
3. Physical symptoms in 
response to stress
0 1 2 3 I/I
4. Complains o f fatigue 0 1 2 3 I/I
PAIN
5. Acute pain 0 1 2 3 I/I
6. Chronic pain 0 1 2 3 I/I
DEPRESSION SYMPTOMS
7. Sad 0 1 2 3 1/1
8. Self-degrading 0 1 2 3 I/I
9. Complains o f sleep 
disturbance
0 1 2 3 I/I
10. Feels hopeless 0 1 2 3 I/I
11. Complains o f fatigue 0 1 2 3 I/I
12. Self-harm behavior 0 1 2 3 I/I
PESSIMISTIC
13. Feels gets raw deal from 
life
0 1 2 3 I/I
14. Cynical 0 1 2 3 I/I
15. Believes cannot be helped 0 1 2 3 I/I
16. Difficult to motivate 0 1 2 3 I/I
INSECURE
17. Socially awkward 0 1 2 3 I/I
18. Passive 0 1 2 3 I/I
19. Feels inferior 0 1 2 3 I/I
20. Overly sensitive to criticism 0 1 2 3 I/I
21. Shy 0 1 2 3 I/I
ACHIEVEMENT-ORIENTED
22. Extroverted 0 1 2 3 I/I
23. Work-oriented 0 1 2 3 I/I
24. Competitive 0 1 2 3 I/I
25. Idealistic 0 1 2 3 I/I
26. High aspirations 0 1 2 3 I/I
ANTISOCIAL
27. Problems with authority 0 1 2 3 I/I
28. Antisocial behavior 0 1 2 3 I/I
29. Feigns remorse when in 
trouble
0 1 2 3 I/I
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30. Absence of deep emotions 0 1 2 3 I/I
31. Creates good first impression 0 1 2 3 I/I
32. Insensitive to others 0 1 2 3 I/I
33. Uses rationalization 0 1 2 3 I/I
34. Poor judgment 0 1 2 3 I/I
AGGRESSIVE
35. Hostile 0 1 2 3 I/I
36. Acts out 0 1 2 3 I/I
37. Overbearing in relationships 0 1 2 3 I/I
38. Has temper tantrums 0 1 2 3 I/I
39. Physically abusive 0 1 2 3 I/I
FAMILY PROBLEMS
40. Family lacks love 0 1 2 3 I/I
41. Resents family members 0 1 2 3 I/I
42. Marital problems 0 1 2 3 I/I
43. Blames family for difficulties 0 1 2 3 I/I
44. Familial discord 0 1 2 3 I/I
CRIMINAL JUSTICE 
INVOLVEMENT
45. Involvement with public courts 0 1 2 3 I/I
46. Jail time 0 1 2 3 1/1
ANGRY/RESENTFUL
47. Harbors grudges 0 1 2 3 I/I
48. Hostile 0 1 2 3 I/I
49. Low frustration tolerance 0 1 2 3 I/I
50. Defensive 0 1 2 3 1/1
CRITICAL/
ARGUMENTATIVE
51. Resistant to interpretations 0 1 2 3 I/I
52. Sarcastic 0 1 2 3 I/I
53. Judgmental 0 1 2 3 I/I
54. Indirect expression of hostility 0 1 2 3 I/I
SUSPICIOUS
55. Difficulty trusting others 0 1 2 3 I/I
56. Suspicious 0 1 2 3 I/I
57. Guarded 0 1 2 3 I/I
58. Difficulty establishing therapeutic 
rapport
0 1 2 3 I/I
59. Keeps others at a distance 0 1 2 3 I/I
60. Evasive 0 1 2 3 I/I
61. Guarded 0 1 2 3 I/I
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ANXIOUS
62. Anxious 0 1 2 3 I/I
63. Worrier 0 1 2 3 I/I
64. Agitated 0 1 2 3 I/I
65. Over-reactive 0 1 2 3 I/I
66. Ruminates 0 1 2 3 I/I
OBSESSIVE-
COMPULSIVE
67. Fears losing control 0 1 2 3 I/I
68. Compulsive behavior 0 1 2 3 I/I
69. Perfectionistic 0 1 2 3 I/I
70. Obsessive thoughts 0 1 2 3 I/I
AGITATED
71. Agitated 0 1 2 3 I/I
72. Restless 0 1 2 3 I/I
PSYCHOTIC
SYMPTOMS
73. Disoriented 0 1 2 3 I/I
74. Acute psychological turmoil 0 1 2 3 I/I
75. Confused 0 1 2 3 I/I
76. Poor reality-testing 0 1 2 3 I/I
DELUSIONS
77. Delusional thinking 0 1 2 3 I/I
78. Grandiose 0 1 2 3 I/I
79. Paranoid delusional features 0 1 2 3 I/I
INTRUSIVE IDEATION
80. Intrusive thoughts 0 1 2 3 I/I
HALLUCINATIONS
81. Hallucinations -  visual 0 1 2 3 I/I
82. Hallucinations - auditory 0 1 2 3 I/I
83. Hallucinations - other 0 1 2 3 I/I
INTROVERTED
84. Passive in relationships 0 1 2 3 I/I
85. Shy 0 1 2 3 I/I
PASSIVE-SUBMISSIVE
86. Submissive in relationships 0 1 2 3 I/I
87. Overly compliant 0 1 2 3 I/I
88. Unable to express negative 
feelings
0 1 2 3 I/I
HISTRIONIC
89. Demanding of attention 0 1 2 3 I/I
90. Exaggerated need for 
affection
0 1 2 3 I/I
91. Psychologically immature 0 1 2 3 I/I
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NARCISSISTIC
92. Insensitive to others 0 1 2 3 I/I
93. Needs approval 0 1 2 3 I/I
94. Grandiose 0 1 2 3 I/I
95. Egocentric 0 1 2 3 I/I
SUBSTANCE ABUSE
96. Current use/problem 0 1 2 3 I/I
97. Past use/problem 0 1 2 3 I/I
0 = Absent
1 = Mild
2 = Moderate
3 = Severe
I/I = Insufficient Information
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A p p en d ix  E.
The Demographic Information Sheet was developed to record participant 
information from the patient charts (See Appendix C). Since demographic variables may 
also be a factor that potentially influences MMPI-2 scale elevations, additional analyses 
were conducted to investigate clinically significant elevations on each of the Basic 
Clinical Scales and the Restructured Clinical Scales for several demographic groups from 
the Demographic Information Sheet. It should be noted that this research reports a large 
number of statistical tests, both tests of mean differences and correlations. This procedure 
inflates the probability of making a Type I error, and thus the results of the statistical 
significance tests should be viewed cautiously, and as exploratory.
Demographic Information Analyses, Results, and Discussion
In order to conduct analysis on demographic data, some of the data were 
reformatted or collapsed from the original data collection sheet. The variables for age, 
initial referral source, MMPI-2 referral source, alcohol treatment, and diagnosis were all 
modified to form different sets of categories. It should be noted that clinical significance 
is a more conservative criterion compared to statistical significance. Statistical 
significance here pertains to within the sample group differences, not to tests of the 
difference between the current samples’ mean scores and a T-score value of 50.
Age at MMPI-2 Completion
The demographic data of “age at MMPI-2 completion” was collected directly 
from the patient chart and recorded on the Data Sheet for the MMPI-2 (Appendix B). 
Since the data collected for “age at MMPI-2 completion” was originally a continuous
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variable, it was collapsed to an ordinal variable where 1=18-20 years old; 2=21-25 years 
old; 3=26-30 years old; 4=31-35 years old; 5=36-40 years old; 6=41-45 years old; and 
7=46-69 years old for purposes of data analysis (using MANOYA) and tabular 
presentation of the results.
Descriptive statistics were computed with the Basic Clinical Scales and the 
Restructured Clinical Scales using age as the variable. Clinically significant elevations 
(T>65) were found for the group 18-20 year olds on CS4 (Pd); for 26-30 year olds on 
CS4 (Pd) and CS6 (Pa); for 31-35 year olds on CS4 (Pd); and, for 41-45 year olds on CS4 
(Pd) (See Table 13). Clinically significant elevations did not occur on any o f the scales 
for 21-25 year olds, 36-40 year olds, or 46-69 year olds.
On the RC Scales, clinically significant elevations were found for the 18-20 year 
olds on RC4 (asb) (See Table 14). No clinically significant elevations were observed for 
any o f the other age groups on the RC Scales.
A MANOVA was conducted on the Basic Clinical Scales by Age group in the 
American Indian outpatient sample. Using Wilks’ Lambda, the overall model indicated 
statistically significant Age differences [F(60, 435)=1.468, p=.017] with a small effect 
size (eta squared = .149). Univariate tests indicate the difference rests on the CS0 (Si) 
scale, with the 31-35 year olds, T-scores higher than the 18-20 year olds, and the 31-35 
year olds’ T-scores higher than the 41-45 year olds. [F(6.91)=3.18,p=.007], No 
statistically significant differences were found between the two groups on the 
Restructured Clinical Scales [F(54,423)=1.313,/>=.076], although a trend is indicated.
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Referral Source
Initial Referral Source and MMPI-2 Referral Source data were collected and 
recorded on the Demographic Information Sheet from the patient charts. Preliminary 
inspection of the data indicated a large difference between the Initial Referral Source and 
MMPI-2 Referral Source. The Court Ordered MMPI-2 Referral Source included 63 
(64.3%) of the sample, whereas the total of the other referral sources comprised 35 
(35.7%) of the sample. In contrast, the distribution for the Initial Referral Source 
appeared to be opposite o f the MMPI-2 Referral Source, with only 33 people (33.7%) in 
the sample being Court Ordered, while the total other referral sources made up 65 
(66.3%) of the sample. In order to make a direct comparison between the Initial Referral 
Source and the MMPI-2 Referral Source, the referral data were reclassified into 2 groups, 
Court Ordered and Other. The analysis was conducted using the Initial Referral Source 
(Court Ordered and Other) and with the MMPI-2 Referral Source (Court Ordered and 
Other).
Descriptive statistics are reported for the Basic Clinical Scales and the 
Restructured Clinical Scales using the MMPI-2 Referral Source (Court Ordered and 
other) and Initial Referral Source (Court Ordered and Other) as variables.
Results indicated clinically significant elevations in T-scores for the Initial 
Referral Source (Other) group on CS4 (Pd) and CS6 (Pa; See Table 13). A clinically 
significant scale elevation was also found for the MMPI-2 Referral Source (Court 
Ordered) on CS4 (Pd). On the Restructured Clinical Scales clinically significant 
elevations were not found on any of the scales for any of the referral sources.
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A MANOVA was conducted on the Basic Clinical Scales by MMPI-2 Referral 
Source in the American Indian outpatient sample. Using Wilks’ Lambda, the overall 
model indicated no statistically significant MMPI-2 Referral Source differences [F(10, 
86)=1.169,/>=.323], No statistically significant differences were found between the two 
groups on the Restructured Clinical Scales [F(9,86)=1.549, /?=. 144].
A MANOVA was conducted on the Basic Clinical Scales by Initial Referral 
Source in the American Indian outpatient sample. Using Wilks’ Lambda, the overall 
model indicated no statistically significant Initial Referral Source differences 
[A(10,87)=l .319. p=.233]. No statistically significant differences were found between the 
two groups on the Restructured Clinical Scales [F(9,87)=1.368,/)=.215].
Alcohol Treatment
Information regarding each participant’s treatment for alcohol-related problems 
(inpatient, outpatient, and none) was recorded on the Demographic Information Sheet. If 
alcohol treatment information was not explicitly stated in the patient chart, it was 
recorded as “unknown.” Frequency statistics were conducted in a preliminary analysis 
and it was discovered that the “unknown” variable occurred more often than either of the 
other variables (i.e., yes or no). For inpatient alcohol treatment, the frequency statistics 
resulted in a division of the sample into groups defined by “Yes” («=29, 29.6%), “No” 
(n= 8, 8.2%), and “Unknown” (n=61, 62.2%). For outpatient alcohol treatment, the 
frequency statistics resulted in “Yes” (n=40, 40.8%), “No” (n -5, 5.1%), and “Unknown” 
(n=53, 54.1%). Given the high frequency of the “Unknown” variable and its irrelevance
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in terms of interpretative value, further analyses were conducted omitting the “Unknown” 
variable.
Although n ’s were small, descriptive statistics were computed on the Basic 
Clinical Scales and the Restructured Clinical Scales using Outpatient Alcohol Treatment 
and Inpatient Alcohol Treatment as dichotomous variables.
Analysis on the Basic Clinical Scales revealed clinically significant elevations on 
CS4 (Pd) on all 4 variables (participants that were treated and not treated in both 
Inpatient and Outpatient settings; See Table 13). Clinically significant elevations were 
not found on the other Basic Clinical Scales. In contrast, analysis on the Restructured 
Clinical Scales revealed clinically significant elevations on RC4 (asb) for the participants 
who received Outpatient alcohol treatment (See Table 14). No other clinically significant 
elevations were found on the other RC Scales.
A MANOVA was conducted on the Basic Clinical Scales by Alcohol Outpatient 
Treatment in the American Indian outpatient sample. Using W ilks’ Lambda, the overall 
model indicated no statistically significant Alcohol Outpatient Treatment differences 
[A(10,34)=1.079,/?=405]. No statistically significant differences were found between the 
two groups on the Restructured Clinical Scales [F(9,34)=.596,/?=.791].
A MANOVA was conducted on the Basic Clinical Scales by Alcohol Inpatient 
Treatment in the American Indian outpatient sample. Using W ilks’ Lambda, the overall 
model indicated no statistically significant Alcohol Inpatient Treatment differences 
[F(10,26)=.915, /?=.534]. No statistically significant differences were found between the 
two groups on the Restructured Clinical Scales [F(9,26)=.51 l,_p=.853].
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Diagnosis
Diagnosis was another variable that was modified for analysis. As previously 
mentioned, some participants had a long mental health history while others were only 
seen once at Tribal Mental Health. In order to correlate information relevant to the 
MMPI-2, only the diagnosis given at the time of MMPI-2 completion was recorded on 
the Demographic Information Sheet. Frequency statistics revealed that 55 participants 
had one diagnosis, whereas 43 participants had 2 or more diagnoses at the time of MMPI- 
2 completion. When 2 or more diagnoses were present, the combinations of the possible 
diagnostic variables resulted in the frequency rate of only 1 participant with a particular 
combination of diagnoses. Since analysis of each diagnosis combination was not 
practical, only the primary diagnosis given to each participant was used for analysis. The 
primary diagnosis at the time of MMPI-2 was collapsed into 7 categories: Anxiety («=7), 
Mood («==11), Personality Disorders (n= 16), Substance Use/Abuse (n=22), Adjustment 
Disorders (n=6), Family (n= 18), Deferred (n= 15), and Other (n=3). See Table 15 for the 
breakdown of specific disorders that were grouped into each larger category.
Descriptive statistics were computed for the Basic Clinical Scales and the 
Restructured Clinical Scales. Table 16 displays the means and standard deviations for 
each of the Basic Clinical Scales, the Restructured Clinical Scales, and for each diagnosis 
category. Clinically significant elevations were found for Anxiety on CS4 (T=71.00), 
CS6 (T=74.14), CS7 (T=70.29), and CS8 (=70.00). Clinically significant elevations for 
Mood disorders were found on CS2 (T=65.73) and CS4 (T=65.27). A clinically 
significant elevation for Personality disorders was found on CS4 (T=68.56). Clinically
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significant elevations for Other disorders was found on CS1 (T=66.67) and CS4 
(T=65.33); note that the n in this group is very small. No clinically significant elevations 
were found in the groups of participants with primary diagnoses of Substance Use/Abuse, 
Adjustment disorders, Family, or Deferred diagnosis. No clinically significant elevations 
were found for any of the diagnosis categories on any o f the Restructured Clinical Scales.
A MANOVA was conducted on the Basic Clinical Scales by Diagnosis at MMPI- 
2 Completion in the American Indian outpatient sample. Using W ilks’ Lambda, the 
overall model indicated no statistically significant Diagnosis differences for the Basic 
Clinical Scales [F(70,479)=1.152,/>=.200]. No statistically significant Diagnosis 
differences were found on the Restructured Clinical Scales [F(63,462)=l .268, p=.091].
The remaining demographic variables did not need to be modified to complete the 
analyses. Descriptive statistics were conducted on the Basic Clinical Scales and 
Restructured Clinical Scales using Marital Status, Education Level, Employment, 
Descendent, Number o f Outpatient Visits, and Psychiatric Hospitalization to determine 
clinical significance (See Tables 13 and 14).
Marital Status
In terms of Marital Status on the Basic Clinical Scales, results indicate clinically 
significant elevations for Single status on CS4 (Pd). On the Restructured Clinical Scales, 
Marital Status results indicated no clinically significant elevations for Unknown status on 
RC4 (asb), RC6 (per), and RC9 (hpm). No clinically significant elevations were found for 
other Marital Status or other scales.
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A MANOVA was conducted on the Basic Clinical Scales by Marital Status in the 
American Indian outpatient sample. Using Wilks’ Lambda, the overall model indicated 
no statistically significant Marital Status differences [A(50, 382)==.845,7;=.763], No 
statistically significant differences were found between the two groups on the 
Restructured Clinical Scales [F(45,374)=.830,/?=.775].
Education Level
On the Basic Clinical Scales, clinically significant elevations for Education Level 
were found on CS4 (Pd) for Elementary, 9th Grade, 11th Grade, GED, and Unknown; on 
CS6 (Pa) for 11th Grade and Unknown; on CS7 (Pt) for Unknown; and on CS9 (Ma) for 
Elementary. On the Restructured Clinical Scales, clinically significant elevations for 
Education Level were found on RCd (dem) for Unknown; RC3 (cyn) for 10th Grade; and 
on RC4 (asb) for Elementary, 9th Grade, 10th Grade, 11th Grade, and Unknown.
A MANOVA was conducted on the Basic Clinical Scales by Education Level in 
the American Indian outpatient sample. Using Wilks’ Lambda, the overall model 
indicated no statistically significant Education Level differences [A(80, 516)=1.290, 
7?=.057], although a trend is indicated. No statistically significant differences were found 
between the groups on the Restructured Clinical Scales [F(72,494)=l .299, /;=.060], 
although a trend is indicated.
Employment Status
A clinically significant elevation on the Basic Clinical Scales was found for 
Employment status on CS4 (Pd), for those that were not employed. No clinically
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significant elevations were found on the Restructured Clinical Scales for Employment 
status.
A MANOVA was conducted on the Basic Clinical Scales by Employment status 
group in the American Indian outpatient sample. Using Wilks’ Lambda, the overall 
model indicated no statistically significant Employment status differences [F(20,
172)=1.232,/?=.234], No statistically significant differences were found between the two 
groups on the Restructured Clinical Scales [F(l 8,172)=.664,/?=. 843].
Descendent Status
In terms of Descendent status, no clinically significant elevations were found on 
the Basic Clinical Scales or on the Restructured Clinical Scales.
A MANOVA was conducted on the Basic Clinical Scales by Descendent status in 
the American Indian outpatient sample. Using Wilks’ Lambda, the overall model 
indicated no statistically significant Descendent status differences [F(20, 172)=.988, 
p=A19\. Statistically significant differences were found between the two groups on the 
Restructured Clinical Scales [F(18,172)=2.138,/?=.006]. Univariate tests indicate the 
differences rest on the RC2 (lpe) and RC6 (per) scales. On the RC2 (lpe) scale, the 
Descendents’ T-scores were higher than the Tribal Members. No results are reported here 
for Unknown due to small n. [F(2,94)=7.44,/?=.001].
Number of Outpatient Visits
For Number of Outpatient Visits, clinically significant elevations on the Basic 
Clinical Scales were found on CS4 (Pd) for 6-10 visits and >20 visits. A clinically
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significant elevation on the Restructured Clinical Scales was found on RC4 (asb) for 6-10 
visits.
A MANOVA was conducted on the Basic Clinical Scales by Number of 
Outpatient Visits in the American Indian outpatient sample. Using Wilks’ Lambda, the 
overall model indicated no statistically significant Number of Outpatient Visit differences 
[F(30,250)=1.061,/?=.386]. Statistically significant differences were found between the 
two groups on the Restructured Clinical Scales [F(27,249)=1.628,p=.030], Univariate 
tests indicate the differences rest on scales RCd (dem), RC2 (lpe), and RC4 (asb). On the 
RCd (dem) scale, the >20 Visits T-score was higher than the 1-5 Visits T-score 
[F(3,93)=3.42,/?=.020]. On the RC2 (lpe) scale, the 6-10 Visits T-score was higher than 
the 1-5 Visits T-score and the >20 Visits T-score was higher than the 1-5 Visits T-score 
[F(3,93)=4.10,p=.009], On the RC4 (asb) scale, the 6-10 Visits T-score was higher than 
the 1-5 Visits T-score, and the >20 Visits T-score was higher than the 1-5 Visits T-score 
[F(3,93)=4.54,jp=.005],
Psychiatric Hospitalization
For Psychiatric Hospitalization, a clinically significant elevation on the Basic 
Clinical Scales was found on CS4 (Pd), for those who were hospitalized for a psychiatric 
reason. No clinically significant elevations were found for Psychiatric Hospitalization on 
the Restructured Clinical Scales.
A MANOVA was conducted on the Basic Clinical Scales by Psychiatric 
Hospitalization in the American Indian outpatient sample. Using W ilks’ Lambda, the 
overall model indicated no statistically significant Psychiatric Hospitalization differences
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[F(20,172)=1.612, ji?= 054], although a trend is indicated. No statistically significant 
differences were found between the two groups on the Restructured Clinical Scales 
[F( 18,172)= 1.046, p=A  12].
Discussion of Clinical Significance o f the Clinical Scales and RC Scales
The demographic data were analyzed for their effects on clinically significant 
scale elevations. The demographic variables were used to divide the total sample into 
subgroups and examined in conjunction with the individual scales (CS and RC) and the 
external correlates. Using Age as a variable, clinically significant elevations were found 
on CS4 for age groups 18-20, 26-30, 31-35, and the 41-45 year olds. A clinically 
significant elevation was also found on CS6 for the 31-35 year olds. In contrast, when 
examining the RC scales a clinically significant elevation was found for only one age 
group (18-20 year olds) on RC4 (asb). Since the RC Scales were developed to extract the 
demoralization factor and leave the core symptoms for interpretation, and because CS4 
and RC4 (asb) are highly correlated in this sample (.57), it would be reasonable to 
interpret this as meaning that the 18-20 year old American Indians (of this sample) 
deviate from societal norms and standards in terms of some antisocial characteristics. 
Given this, it would also be reasonable to make the interpretation that in the other age 
groups with elevations on CS4 and CS6, that the elevations are due to high Clinical Scale 
item overlap and demoralization.
For Referral Source clinically significant elevations were found on the CS4 and 
CS6, and no clinically significant elevations were found on the Restructured Clinical 
Scales. Again, using the theoretical foundation of the Restructured Clinical Scales, from
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this finding it could be reasoned that the elevations on the CS4 and CS6 were due to high 
item overlap and demoralization, not psychopathology.
Analysis on the Inpatient Alcohol Treatment and Outpatient Alcohol Treatment 
variables was conducted and revealed clinically significant elevations on CS4 across all 4 
groups (treatment, no treatment, inpatient, and outpatient). In contrast, analysis of the 
Restructured Clinical Scales revealed a clinically significant elevation on RC4 (asb) for 
the participants who received Outpatient Alcohol Treatment. CS4 captures symptoms and 
personality characteristics associated with antisocial behavior, alienation, family 
problems, and substance use/abuse. With the demoralization factor and the item overlap 
of the Clinical Scales removed, the core features of antisocial behavior are left intact. 
Antisocial behavior also includes substance use/abuse, so it is no surprise to find that 
those participants that received Outpatient Alcohol Treatment on average had an 
elevation on RC4 (asb). Often, when an individual has difficulty with alcohol, it can lead 
to legal difficulty, conflictual family relationships, and poor achievement. In terms of 
Inpatient Alcohol Treatment, results are difficult to interpret due to the time periods that 
may be involved. For example, data did not include the time sequence of Inpatient 
Alcohol Treatment in relation to MMPI-2 completion, and the results may reflect a 
significant time lapse between the two time periods. Another dynamic that may play into 
the lack of elevation is that the division into treatment categories does not consider which 
occurred first, Inpatient Alcohol Treatment or MMPI-2 completion. In the event that the 
majority of the participants successfully completed the Inpatient Alcohol Treatment 
program and then completed the MMPI-2, the results could potentially mimic the
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findings in the current study. In other words, since the MMPI-2 is a picture of the 
individual at the current time of the MMPI-2 completion, and if the individual has 
successfully completed an inpatient alcohol treatment program, one could expect that 
changes would occur following a treatment program and result in changes in symptom 
manifestation.
Kline et al. (1973) found elevations on CS4 and CS8 with inpatient (for alcohol 
related treatment) males compared to their Caucasian counterparts. This finding differed 
from the present study in that for the male participants of the present study current or past 
problem with substance use/abuse (per chart review) had low correlations with CS4 
(r=.06) and with CS8 (r=-.12), and they showed a lack of clinically significant elevations 
on CS4 and CS8 for any of the alcohol related treatment variables (inpatient, outpatient, 
and no treatment). Page and Bozlee (1982) and Venn (1988) found that a 2-4 code type 
was a typical MMPI-2 profile for those with alcohol related problems. The present study 
was similar, in that clinically significant elevations occurred on CS4 (but not on CS2) for 
the alcohol treatment groups, although this was further delineated with only a clinically 
significant elevation on RC4 (asb) for males that had received outpatient alcohol 
treatment.
Participants that had a primary diagnosis of anxiety at the time of MMPI-2 
completion on average had clinically significant elevations on CS4 (T-score = 71.00), 
CS6 (T-score = 74.14), CS7 (T-score = 70.29), and CS8 (T-score = 70.00). With the 
clinically significant elevation on CS7, which is typically used as a measure of anxiety, it 
appears that symptoms of anxiety are detected with the Clinical Scales. Since only the
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primary diagnosis was used for analyses, other symptoms related to secondary diagnoses 
may have influenced the elevations of the other clinically significant scales. Fifty-five 
participants carried one diagnosis, whereas, 43 participants carried 2 or more diagnoses. 
Also notable is that there were no clinically significant elevations on the RC Scales, 
indicating that perhaps the symptoms are more closely related to demoralization or high 
item overlap among the Clinical Scales. Alternatively, the Clinical Scales may be a better 
marker than the Restructured Clinical Scales for symptoms related to anxiety.
Clinically significant elevations were found on CS2 (T-score = 65.73) and on CS4 
(T-score = 65.27) for participants that had a primary diagnosis o f a mood disorder at the 
time of MMPI-2 completion. Again, no clinically significant elevations were found on 
the RC scales.
A similar pattern was found for those participants that had a primary diagnosis of 
a personality disorder and “other” disorders. For those diagnosed with a personality 
disorder, a clinically significant elevation was found on CS4 (T-score = 68.56) and no 
clinically significant elevations on any of the RC Scales. For those diagnosed with 
“other” disorders, clinically significant elevations were found on CS1 (T-score = 66.67) 
and CS4 (T-score = 65.33), again with no clinically significant elevations on any of the 
RC Scales. However, the n is small in this group.
No clinically significant elevations were found for those participants with the 
primary diagnosis of substance use/abuse, adjustment disorders, family problems, or 
deferred diagnosis.
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In terms of Marital Status, clinically significant elevations were found on CS4 for 
the participants in the Single category. All other Marital Status groups revealed no 
clinically significant elevations. Based on the theoretical foundation of the Restructured 
Clinical Scales, where the underlying demoralization factor and the item overlap that 
reside within the Clinical Scales have been removed, the results for the Single Status, 
where a clinically significant elevation was found on CS4 but not on RC4 (asb), could be 
interpreted as a null finding, with the elevation on CS4 basically an artifact of item 
overlap. The findings for the Unknown Status and the clinically significant elevation 
findings are not interpretable due to only 1 participant in the Unknown marital status 
group. Education level of the participants was also investigated as a variable. Analysis 
indicated clinically significant elevations on CS4 for groups of participants who 
completed Elementary school, 9th Grade, 11th Grade, GED, and Unknown; on CS6 for the 
11th Grade and Unknown groups; on CS7 for College Grad and Unknown; and on CS9 
for Elementary. On the Restructured Clinical Scales, clinically significant elevations were 
found on RCd (dem) for those in the Unknown educational status group; RC3 (cyn) for 
those that completed the 10th Grade; and on RC4 (asb) for groups of participants who 
completed Elementary, 9th Grade, 10th Grade, 11th Grade, and Unknown. Given the high 
intercorrelations of CS4 and RC4 (asb) in this sample (men, .57, women, .52), it is 
reasonable to interpret the findings as meaning that participants in the Education Level 
groups of Elementary, 9th Grade, 11th Grade, and Unknown are likely to be having 
experiences consistent with antisocial behavior and tend to deviate from societal norms. 
The findings for the GED Education Group, with clinically significant elevations on the
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CS scales, but not on the RC Scales, is subject to the interpretation that the CS4 elevation 
is likely due to Clinical Scale item overlap and/or demoralization.
In terms of the elevations on RC4 (asb) and no elevations on CS4 for the 10th 
Grade Education Level, it is important to consider the other clinically significant 
elevation for this Education Level group. The 10th Grade Education Level group also had 
an average elevation on RC3 (cyn). RC3 (cyn) characteristics include the belief that 
people are untrustworthy, untruthful, uncaring, look out only for themselves, and exploit 
others. Taken together, individuals with this sort o f cynical view of others can also take 
on that same role and act out in antisocial behavior. Individuals with elevations on RC3 
(cyn), and not RC4 (asb), are likely to have a cynical belief system, although are not 
acting out, whereas individuals with elevations on both RC3 (cyn) and RC4 (asb) can 
have the cynical belief system and act accordingly. Overall, the individuals with less than 
a high school education (or equivalent) appear more likely to engage in antisocial 
behavior and individuals with at least a high school education are less likely to engage in 
antisocial behavior.
The clinically significant elevations on several CS Scales (CS4, CS6, CS7, and 
CS9) for the Unknown Education Level group are likely due to demoralization and 
Clinical Scale item overlap. Given that this group had many elevations on the CS Scales 
and elevations only on the RCd (dem) and RC4 (asb) Scales, it is reasonable to suggest 
that the Unknown Education Level group experiences demoralization and also exhibits 
symptoms consistent with antisocial behavior. The elevations on CS6, CS7, and CS9 
result from high saturation of these scales with demoralization, as well as item overlap
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with paranoia and anxiety. Once the demoralization, paranoia, and anxiety factors are 
moved to other RC scales and item overlap eliminated, the elevations on the RCd (dem) 
and RC4 (asb) Scales reflect the core features of demoralization and antisocial behavior 
for the Unknown Education Level group.
In terms of Employment status, the clinically significant elevation found on CS4 
for the unemployed group is likely to be an artifact of item overlap on the Basic Clinical 
Scales, since no clinically significant elevations were found on the corresponding RC4 
(asb) Scale.
For Descendent status, no clinically significant elevations were found for the 
Basic Clinical Scales or for the Restructured Clinical scales, indicating no differences 
between the two groups of Tribal Members or Descendents.
On the Number of Outpatient Visits, clinically significant elevations were found 
on CS4 for 6-10 visits and >20 visits and on RC4 (asb) for 6-10 visits. The lack of 
clinically significant elevation on RC4 (asb) for >20 the Number of Outpatient Visits 
group is likely due a number of factors. Possibilities are the effect of treatment and 
increased coping skills resulting in lower antisocial behavior, item overlap of Clinical 
Scales, or the underlying demoralization. Since CS4 and RC4 (asb) have a high 
intercorrelation, it is reasonable to conclude that the clinically significant elevations on 
CS4 and RC4 (asb) are more likely a reflection o f antisocial behavior of those individuals 
that participated in 6-10 outpatient visits.
In terms of history of Psychiatric Hospitalization, a clinically significant elevation 
on CS4 for those who were hospitalized and no clinically significant elevation on the
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Restructured Clinical Scales again likely reflect item overlap on the Basic Clinical 
Scales, where the core features are absent on RC4 (asb) as an indicator of antisocial 
behavior.
Discussion of Statistical Significance of the Clinical Scales and RC Scales
On the groups constructed from demographic variables, statistically significant 
differences were found on the MANOVA’s conducted with the Basic Clinical Scales for 
Gender (females higher on CS5) and Age (31-35 year olds higher than 18-20 year olds on 
CSO; 31-35 year olds higher than 41-45 year olds on CSO). No statistically significant 
differences were found on the omnibus multivariate tests for the groups based on Marital 
Status, Education, Employment Status, Descendent Status, Referral Source, Number of 
Outpatient Visits, Psychiatric Hospitalization, Alcohol Outpatient Treatment, or Alcohol 
Inpatient Treatment.
On the Restructured Clinical Scales, statistically significant differences were 
found on the MANOVA’s conducted with Descendent Status (Descendents higher than 
Tribal Members on RC2 (lpe)), and Number of Outpatient Visits (>20 Visits higher than 
1-5 Visits on RCd (dem); 6-10 Visits higher than 1-5 Visits on RC2 (lpe); >20 Visits 
higher than 6-10 Visits on RC2 (lpe); 6-10 Visits higher than 1-5 Visits on RC4 (asb); 
>20 Visits higher than 1-5 Visits on RC4 (asb)). No statistically significant differences 
were found on the RC Scales for Gender, Age, Education, Employment Status, Referral 
Source, Psychiatric Hospitalization, Alcohol Outpatient Treatment, or Alcohol Inpatient 
Treatment.
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To summarize the statistically significant elevations on the Restructured Clinical 
Scales (besides the RC4 (asb) and RC6 (per) scales already discussed), several 
differences occurred within groups constructed from some of the demographic variables. 
For example, the Descendents tend to experience lower levels of positive emotion (RC2: 
readiness to have positive emotional experiences and to engage in activities generating 
these experiences) more so than the Tribal Members, although not enough to be of 
clinical concern because it was not clinically significant. The other groupings based on 
demographic variables with statistically significant elevations involve the Number of 
Visits to the mental health clinic by the participants. Statistically significant elevations 
were found in the groups of individuals with >20 Number of Visits and 1-5 Number of 
Visits on RCd (dem) and RC4 (asb) (the >20 group was higher on both scales); between 
6-10 Number of Visits and 1-5 Number of Visits on RC2 (lpe) (6-10 was higher); as well 
as between >20 Number of Visits and 6-10 Number of Visits on RC2 (lpe) (>20 was 
higher). These results are not of clinical concern because they are not clinically 
significant. Clinically significant elevations did occur in concert with statistically 
significant elevations for 6-10 Number of Visits on RC4 (asb). Analysis indicates no 
statistical differences between 6-10 Number of Visits and <20 Number of Visits, 
suggesting group similarity. A plausible explanation for why clinical and statistical 
differences exist for 6-10 Number of Visits on RC4 (asb) are offered. For the participants 
in the 1-5 Number of Visits group, perhaps symptoms were not as severe and therapy was 
effective. For the participants with over 5 visits, perhaps the symptoms were more severe
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and more visits were necessary to address the severity of the symptoms or a higher level 
of care (i.e., inpatient) was needed.
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Table 1.
The Restructured Clinical Scales and Number of Items.
RCd (dem) Demoralization 24
RC1 (som) Somatic Complaints 27
RC2 (lpe) Low Positive Emotions 17
RC3 (cyn) Cynicism 15
RC4 (asb) Antisocial Behavior 22
RC6 (per) Ideas of Persecution 17
RC7 (dne) Dysfunctional Negative Emotions 24
RC8 (abx) Aberrant Experiences 18
RC9 (hpm) Hypomanic Activation 29
Total 192
Source: Tellegen, Ben-Porath, McNulty, Arbisi, Graham, & Kaemmer (200
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T able 2.
General Demographic Summary (n= 98).
Demographic variable N Percent
Gender
Male 61 62.9
Female 36 37.1
Marital Status
Single 40 40.8
Married 28 28.6
Divorced 22 22.4
Widowed 1 1.0
Other 6 6.1
Unknown 1 1.0
Education Status
Elementary 4 4.1
9th Grade 7 7.1
10th Grade 7 7.1
11th Grade 11 11.2
High School 26 26.5
GED 8 8.2
Some College 26 26.5
College Grad 3 3.1
Unknown 6 6.1
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Demographic variable N Percent
Employed
Yes 34 34.7
No 32 32.7
Unknown 32 32.7
Descendent
Yes 15 15.3
No 80 81.6
Unknown 3 3.1
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T ab le  3.
Inter-rater Reliability o f the External Correlates
Scale and Item Intraclass Correlation Coefficient 
Item Scale
Somatic Symptoms .38 *
Preoccupied with health problems .28 *
Multiple somatic complaints .43
Physical symptoms in response to stress .69
Pain .68
Acute pain .74
Chronic pain .71
Depression Symptoms .89
Sad .76
Self-degrading .61
Complains of sleep disturbance .87
Feels hopeless .99
Complains of fatigue .99
Self-harm behavior .63
Pessimistic .37 *
Feels gets raw deal from life .59
Cynical .28 *
Believes cannot be helped .59
Difficult to motivate .47
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Scale and Item Intraclass Correlation Coefficient
Item Scale
Insecure .79
Socially awkward .72
Passive .51
Feels inferior .48
Overly sensitive to criticism .82
Achievement-Oriented .93
Extroverted .82
Work-oriented .81
Competitive .66
Idealistic .83
High aspirations .91
Antisocial .83
Problems with authority .75
Antisocial behavior .41
Feigns remorse when in trouble .18 *
Absence of deep emotions .62
Creates good first impression .70
Insensitive to others .46
Uses rationalization .73
Poor judgment .36 *
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Scale and Item Intraclass Correlation Coefficient 
Item Scale
Aggressive .84
Hostile .79
Acts out .69
Overbearing in relationships .49
Has temper tantrums .72
Physically abusive .99
Family Problems .69
Family lacks love .78
Resents family members .57
Marital problems .02 *
Blames family for difficulties .52
Familial discord .63
Criminal Justice Involvement .88
Involvement with public courts .85
Jail time .74
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Scale and Item Intraclass Correlation Coefficient 
Item Scale
Angry/Resentful .94
Harbors grudges .84
Low frustration tolerance .90
Defensive .87
Critical/Argumentative .92
Resistant to interpretations .91
Sarcastic 1.00
Judgmental 1.00
Indirect expression of hostility .76
Suspicious .77
Difficulty trusting others .86
Suspicious .62
Guarded .56
Difficulty establishing therapeutic rapport .74
Keeps others at a distance .57
Evasive .61
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Scale and Item Intraclass Correlation Coefficient 
Item Scale
Anxious .72
Anxious .52
Worrier .59
Over-reactive .52
Ruminates .86
Obsessive-Compulsive .93
Fears losing control .87
Compulsive behavior .73
Perfectionistic .90
Obsessive thoughts .93
Agitated .88
Agitated .79
Restless .84
Psychotic Symptoms .94
Disoriented .77
Acute psychological turmoil .91
Confused .91
Poor reality-testing .79
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Scale and Item Intraclass Correlation Coefficient 
Item Scale
Delusions .97
Delusional thinking .97
Paranoid delusional features .92
Intrusive Ideation .98
Intrusive thoughts .98
Hallucinations .81
Hallucinations -  visual .81
Hallucinations -  auditory .81
Hallucinations -  other .81
Introverted .64
Passive in relationships .67
Shy .45
Passive-Submissive .78
Submissive in relationships .75
Overly compliant .87
Unable to express negative feelings .61
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Scale and Item Intraclass Correlation Coefficient 
Item Scale
Histrionic .95
Demanding of attention .97
Exaggerated need for affection .92
Psychologically immature .86
Narcissistic .52
Needs approval .63
Grandiose .52
Egocentric .54
Substance Abuse .91
Current use/problem .92
Past use/problem .91
Notes:
Clinical or practical significance for the ICC (Cicchetti & Sparrow, 1981)
<.40 Poor
.40-.59 Fair/Moderate
.60-.74 Good
.75-1.00 Excellent
Criteria for evaluating levels o f agreement according to Landis and Koch (1977).
<0.00 Poor
© 0 1 Slight
.20-.39 Fair
.40-.59 Moderate
.60-.79 Substantial
.80-1.00 Almost perfect
The two-way mixed model, consistency computation, single-measure reliability was used to obtain ICC 
values.
* Item or scale with poor reliability according to Cicchetti and Sparrow (1981) criteria.
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T ab le  4.
MMPI-2 Basic Clinical Scale (CS) and Restructured Clinical (RC) Scale T-Scores for 
American Indian outpatient sample: Means and Standard Deviations, n=98.
Scale T-Score Standard Deviation
CS1 (Hs) 55.91 12.87
CS2 (D) 57.17 12.64
CS3 (Hy) 53.38 13.92
CS4 (Pd) 63.81 12.72
CS5 (Mf) 48.93 12.97
CS6 (Pa) 60.65 14.62
CS7 (Pt) 58.66 13.84
CS8 (Sc) 58.62 12.57
CS9 (Ma) 57.71 11.80
RCd (dem) 55.76 13.46
RC1 (som) 55.58 12.47
RC2 (lpe) 50.52 10.83
RC3 (cyn) 52.64 12.93
RC4 (asb) 61.12 11.64
RC6 (per) 58.57 12.44
RC7 (dne) 54.03 13.49
RC8 (abx) 55.38 12.83
RC9 (hpm) 51.26 12.42
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T ab le  5.
Means and Standard Deviations for Exclusion Criteria Validity Scales.
Overall Sample Males Females
VRIN 52.68 52.56 53.19
(11.60) (12.77) (9.75)
TRIN 57.03 57.17 57.03
(6.83) (7.19) (6.35)
F 59.38 57.44 62.69
(14.39) (13.78) (15.19)
F(b) 61.18 59.60 63.92
(18.14) (16.92) (20.42)
F(P) 51.81 54.90 49.00
(8.19) (6.59) (8.76)
L 56.96 57.87 55.56
(10.80) (11.13) (10.32)
K 48.76 49.05 48.31
(11.49) (11.55) (11.68)
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Table 15.
Categories for primary chart diagnosis at the time of MMPI-2 completion.
Category DSM Code Disorder Number of Participants
Anxiety 293.84 Anxiety (medical) 1
(«=7)
300.02 Generalized Anxiety Disorder 1
300.21 Panic w/Agoraphobia 1
309.81 Post Traumatic Stress Disorder 4
Mood 296.22 Major Depressive Disorder 2
(n = ll)
296.23 Major Depressive Disorder 2
296.43 Bipolar 1
300.4 Dysthymia ->J>
311 Depressive Disorder NOS 3
Personality 301.7 Antisocial Personality Disorder nJ
Disorders
(«=16) 301.9 Personality Disorder NOS 5
301.0 Paranoid Personality Disorder 1
301.83 Borderline Personality Disorder 1
V71.01 Antisocial Behavior 6
Substance 303.0 Alcohol Intoxication 2
Use/Abuse
(«= 22) 303.9 Alcohol Dependence 10
304.8 Polysubstance Dependence 1
305 Alcohol Abuse 9
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Category DSM Code Disorder Number of Participants
Adjustment 309.28 Adjustment Disorder w/mixed 3
Disorders
(«=6) 309.4 Adjustment Disorder w/emotion 2
309.9 Adjustment Disorder 1
Family V61.1 Partner Abuse 11
(k=18)
V61.12 Partner Abuse 1
V61.2 Parent-Child 3
V61.21 Child Abuse 3
Deferred 799.9 Deferred 13
(«=15)
V71.05 No Diagnosis 1
V71.09 No Diagnosis 1
Other 294.9 Cognitive Disorder NOS 2
(«=3)
297.1 Delusional Disorder 1
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F igure  1.
Mean T-Score Profile of Exclusion Criteria Validity Scales for Overall American Indian 
Outpatient Sample and by Gender
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F igure  2.
Clinical Mean T-Scores for Overall American Indian Outpatient Sample and by Gender
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F igure  3.
Restructured Clinical Scale Mean T-Scores for Overall American Indian Outpatient 
Sample and by Gender
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